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MEMO FROM THE PUBLISHER 


GP’s PRODUCTION EDITOR tells me that the scientific section of 
this issue contains far more halftones, artwork, diagrams, 
charts and tables than any of its 66 predecessors—no less than 
156 items of illustration. One article, authored by Dr. G. V. 
Brindley, Jr., includes 48 halftones. 

Life’s first picture story prompted other consumer magazines 
to use more and more illustrations. Sauce for the goose being 
sauce for the gander, GP elected to take full advantage of the 
added clarity and value which illustrations contribute to scien- 
tific articles. By any standard, art and design add depth, reality 
and human dimension to the text. 

Since the memory of man runneth not to the contrary, medi- 
cal publications have tended to be stiff and colorless. Pages of 
solid type have followed pages of solid type. Too often, the 
over-all result has been a drab, gray magazine that did little 
more than prevent insomnia. 

Our first objective is to publish articles that will interest the 
reader, answer his questions and be of value to him in the day- 
to-day practice of medicine. Clear, useful illustrations are very 
important. Fact-finding experts, employed by the Eastman Re- 
search Organization, tell us that our readers like illustrations. 
To the busy doctor, the picture which replaces 10,000 words 
is truly an editorial bargain. 

GP’s art illustrations are prepared by a group of artists whose 
combined talents cover many diversified techniques. Guided by 
the suggestions of the author, the medical editor and the pro- 
duction editor, members of the art staff prepare appropriate, 
meaningful illustrations. In an effort to best utilize creative 
ability, the artists are directed only to produce appropriate 
illustrations which enhance the article’s value. 

As GP does not publish scientific talks (our articles are meant 
to be read; not listened to), we don’t use charts, graphs or dia- 


ADVERTISING 

grams intended to supplement lecture notes. Instead, we make 

Box 293. Butl N every effort to present statistical data that is easy to interpret. 
x 295, Butler, New Jersey This often requires an active imagination and the ability to re- 

Richard Knott, Midwest Representative duce the seemingly complex to the lowest simplicity denomi- 

7530 North Sheridan Road, Chicago 26, Illinois nator. 


Si Creative talent, top-notch art and fine photographs can be 
Dale Wharton, Advertising Manager wasted through poor graphic arts processing. Consequently, 
COMPTROLLER GP utilizes the services of quality engravers and printers, whose 
Norman P. Allen craftsmanship helps produce a magazine which ranks first in 
apililialliiee atneaniens its field. In fact, many of our advertisers have told us that they 
5 use GP as a standard by which to judge the quality of their ads 
Sue Callaway in other publications. 

GP has won many top awards for editorial excellence and 
graphic arts design. These only make us want to improve each 
succeeding issue and make GP of even greater interest and value 
to its more than 24,000 readers. —M.F.C. 


Materials for publication should be addressed to the Editorial and 
Business Offices of GP: Broadway at 34th St., Kansas City 11, Missouri. 
Correspondence pertaining to scientific content may be addressed 
to the Office of the Medical Editor: Hugh H. Hussey, M.D., 

District of Columbia General Hospital, Washington 3, D.C. 
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SECRETARY'S NEWSLETTER 


OCTOBER, 1955 


Significant Events 


President Suffers 
Coronary Attack 


Hunt New HEW 
Undersecretary 


OASI Program 
Blasted by AMA 


> A stunned nation continues to live from bulletin to 
bulletin following President Eisenhower's "moderate" 
coronary thrombosis. 

As immediate fears subsided, the nation asked whether or 
not its popular President would seek re-election in 1956. 
Heart specialist Paul Dudley White of Massachusetts General 
Hospital sounded the first optimistic note when he said that 
te was "conceivable" that Eisenhower could serve a second 

erm. 

Although the President's health plans and proposals do not 
always parallel those of the medical profession, his objec— 
tive approach takes on added importance in a political foot— 
race being entered by more and more Democratic nominees who 
favor modified compulsory health insurance plans. 


> Herold C. Hunt, Ph.D., a Harvard University professor, has 
been named Undersecretary of Health, Education and Welfare. 
The 53-year-old Lexington, Mass., Republican will assist HEW 
Secretary Folsom in the over-all administration of HEW 
agencies and will be primarily responsible for organization 
and management activities. 

The position of under secretary had not been filled since 
Nelson A. Rockefeller resigned last December prior to 
becoming an administrative assistant to President Eisen— 
hower. Anticipating her resignation, former Secretary Hobby 
left the appointment to her successor. 

A graduate of the University of Michigan and Columbia 
University Teachers College, Dr. Hunt has been at Harvard 
Since 1953. His time has been divided between teaching and 
working as an educational administration consultant. Hunt 
has been general superintendent of schools in both Kansas 
City and Chicago. 

Last February, Dr. Hunt wrote the executive secretary 
after reading the Reader's Digest article about the Academy. 
He praised the Academy's program and added, "We have lived 
here just a little more than a year and have not yet 
established connection with a family doctor . .. The 
capabilities, as such a doctor as outlined possesses, are 
appealing and attractive indeed." 

When we fulfilled this request for an Academy—member 
family doctor, we little realized that Dr. Hunt would 
shortly occupy one of the top administrative positions in 
American medicine. His formal nomination will be submitted 
to the Senate when Congress reconvenes in January. 


> Top AMA officials have fired an H-hour barrage at the 
Administration's plan to broaden social security coverage. 
At a recent Chicago public relations meeting, Trustee David 
B. Allman, speaking for the Board, said that organized 

+" must adopt "the fighting spirit that existed in 


Establishes New 
Practice Grants 


Dingell Suffers 
Fatal Attack 


Salk Vaccine May 
Exceed Expectations 


Austrian Physician 
‘ Elected by WMA 


Allman added that the Board had unanimously voted to 


retain Bozell & Jacobs, a 34~-year-—old public relations firm 
with offices in 12 cities. Purportedly hired to work on a 


-~ variety of public relations projects, those who remember 


the Whitaker & Baxter era expect Bozell & Jacobs to add 
firepower to OASI vendetta. 

The AMA bitterly opposes pending legislation which would 

ive disabled workers a social security pension at age 50. 
Such legislation, the AMA feels, would give the government 
a more prominent place in the medical care picture, be a 
threat to the rehabilitation program and cause patients to 
pressure physicians for disability certification. 

A Commission on Legislation and Public Policy report on 
the social securit rogram will appear in the November 
issue of GP. 


> The Sears Roebuck Foundation, a philanthropic branch of 
the world's largest general merchandising enterprise, has 
announced a $125,000 grant which makes unsecured ten-year 
loans available to doctors seeking to establish a practice 
and unable to obtain adequate local financing. 

The Foundation, which launched the 4-H farm club program, 
said that loans up to $25,000 will be available. A 16-man 
medical advisory board will screen applications sent to the 
Foundation's five regional offices. 

During the first three years, recipients will not be asked 
to reduce the principal amount but will pay 6 per cent 
Simple interest or $5 per month per $1,000 borrowed. Each 
recipient must also pledge to contribute $240 per $1,000 
borrowed to the Foundation's revolving fund. Payments to 
the fund cease if the loan is paid before the end of the 
ten-year period. 

All _ repayments and contributions will be used to make 
ee integrity loans. Additional details will appear 

n 


the November issue of GP. 


>» Rep. John D. Dingell (D-—Mich.), died last week at the 
Walter Reed army medical center. He apparently succumbed to 
a heart attack. 

Dingell, the most articulate member of the awesome Wagner— 
Murray—Dingell triumvirate, never ceased beating the 
national compulsory health insurance drum. His 1956 plans 
included a renewed fight for compulsory coverage and his 
plan to provide government-financed hospitalization for aged 
persons, widows and children receiving OASI benefits. 

Since the end of the Truman administration, Dingell has 
been the only Congressman to give more than spotty lip 
service to drastic government health insurance plans. 


> Ways of reducing the potency—weakening effect of a 
preservative and a change in the dosage schedule may 
increase the 60-90 per cent effectiveness of the Salk polio 
vaccine 1954 field trials. The possibility is mentioned in a 
statement by NFIP President Basil O'Conner which accompanies 
the Foundation's annual report. 


> Dr. Karl Neiderberger, an Austrian general practitioner, 
became president-elect of the World Medical Association at 


the Eighth General Assembly in Rome. Dr. Neiderberger 
practices in Linz—Danube and has held high posts in Austrian 
organized medicine. 


MAKE PLANS NOW TO ATTEND THE ACADEMY'S EIGHTH ANNUAL 
SCIENTIFIC ASSEMBLY, MARCH 19-22, 1956, ARMORY, WASHINGTON, 
D.C. A HOTEL RESERVATION FORM APPEARS ON PAGE 175. 
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National Officers, 
A Commissions and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


President, Joun R. Fow.er, M.D., Fowler Clinic, Barre, Massachusetts 

President-elect, Joun S. De Tar, M.D., 55 West Main, Milan, Michigan 

Vice President, Matcom E. Pueps, M.D., 203 South Macomb, El Reno, Oklahoma 

Chairman of the Board, Maucom E. Puetps, M.D., 203 South Macomb, El Reno, Oklahoma 

Treasurer, U. R. Bryner, M.D., 508 East South Temple Street, Salt Lake City, Utah 

Executive Secretary and General Counsel, Mac F. Cauat, 5.D., Broadway at Thirty-fourth Street, Kansas City 11, Missouri 
Speaker of the Congress of Delegates, James D. Murpuy, M.D., 1556 West Magnolia, Fort Worth, Texas 

Vice Speaker of the Congress of Delegates, Daryt P. Harvey, M.p., 416 West Cherry Street, Glasgow, Kentucky 


Board of Directors 


D. Wuson McKin ay, 520 West Garland, Spokane, Washington 
Cuartes C. Cooper, M.D., 322 Hamm Building, Saint Paul, Minnesota Terms expire 1958 
Fount RicHARDSON, M.D., 316 West Dickson Street, Fayetteville, Arkansas 


Frep H. Simonton, M.D., Chickamauga, Georgia 


Joseru Linpner, M.D., 3405 Clifton Avenue, Cincinnati, Ohio 


Artuur S. Hanes, M.D., 1680 Washington Road, Pittsburgh, Pennsylvania f Terms expire 1957 


Wu M. Sprout, M.D., 912 Equitable Building, Des Moines, Iowa 


Cyrus W. ANDERSON, M.D., 224 Republic Building, Denver, Colorado Terms expire 1956 


E. I. BauMGARTNER, M.D., 25 Alder Street, Oakland, Maryland 


WuutaM B. HitpesranD, M.D., Immediate Past President, 216% Main Street, Menasha, Wisconsin 


Italics denote new members. 


Executive Committee: Matcom E. Puetps, M.p., Chairman, 203 
South Macomb, El Reno, Okla.; Joun R. Fow1er, M.D., 
Barre, Mass.; Cyrus W. Anderson, M.D., Denver, Colo.; 
U. R. Bryner, M.D., Salt Lake City, Utah 


Finance Committee: U. R. Bryner, M.D., Chairman, 508 East 
South Temple Street, Salt Lake City, Utah; Avsert E. Rit, 
M.D., Saint Paul 4, Minn.; Howard J. Farmer, M.D., Saint 
Johnsbury, Vt. 


Publication Committee: JoHN F. MosHeERr, M.D., Chairman, Church 
Street, Coeymans, N.Y.; E. Lotreruos, M.b., Jack- 
son, Miss.; Danze, M. Rocers, M.D., Wenham, Mass.; E. R. 
Cox, M.D., Dallas 14, Tex.; Keith Hammond, M.D., Paoli, 
Ind.; Matcom E. Puetps, M.D., (ex officio), El Reno, Okla., 
U. R. Bryner, M.D., (ex officio), Salt Lake City, Utah 


Commission on Education: D. Wilson McKinlay, M.D., Chairman, 
520 West Garland, Spokane, Wash.; Raymond S. McKeeby, 
M.D., Binghamton, N.Y.; E. Sinks McLarty, M.D., Galveston, 
Tex.; Horace W. Eshbach, M.D., Drexel Hill, Pa.; Loren G. 
Suroat, M.D., Seattle, Wash. ; Carteton R. Smiru, M.D., Peoria 
5, Ull.; Robert A. Davison, M.D., Memphis, Tenn.; Jesse D. 
RIsING, M.D., Kansas City 12, Kan.; Atpert S. Drx, M.D., Mo- 
bile, Ala.; Antonio J. Franzi, M.D., San Francisco 2, Calif. 
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Commission on Hospitals: Charles C. Cooper, M.D., Chairman, 322 


Hamm Building, Saint Paul, Minn.; Amos N. Johnson, M.D., 
Garland, N.C.; Richard P. Bellaire, M.D., Saranac Lake, 
N.Y.; James M. Perkins, M.D., Denver 2, Colo.; Artuur S. 
Haines, M.D., Pittsburgh 28, Pa.; Watton C. Finn, 
Tucson, Ariz.; Jay B. Price, m.p., Cleveland, O.; Joun G. 
Wats, M.D., Sacramento, Calif.; MarsHatt O. Hart, M.p., 
Tulsa 5, Okla.; Clarence R. Brott, M.D., Beatrice, Neb. 


Commission on Legislation and Public Policy: Cyrus W. Anderson, 


M.D.; Chairman, 224 Republic Building, Denver, Colo.; Fount 
Richardson, M.D., Fayetteville, Ark.; Carlos E. Fuste, Jr., 
M.D., Alvin Tex.; Robert McC. O’Brien, M.D., Spokane, Wash.; 
Merrit M. Cross, M.p., Silver Spring, Md.; K. 
Rose, Jr., M.p., Allentown, Pa.; Watrer L. Portreus, M.D., 
Franklin, Ind.; Harry T. Sournwortn, M.D., Prescott, Ariz.; 
Crype I. Swett, m.p., Island Falls, Me.; R. B. Rosrns, M.p., 
Camden, Ark. 


Commission on Membership and Credentials: William M. Sproul, 


M.D., Chairman, 912 Equitable Building, Des Moines, Ia., 
Kenneth Glover, M.D., Mount Vernon, Mo.; Arthur P. Reding; 
M.D., Marion, §.D.; John W. Atkinson, M.D., Gretna, La.; 
Eart D. McCatuster, M.p., Columbus, O.; Jack M. Parrain, 
M.D., San Antonio, Tex.; John O. Milligan, M.D., Seattle, 
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Officers 


Laboratory experiments show that Centrine is more ef- 
fective than atropine in controlling gastrointestinal 
hypermotility'—as manifest by superior reduction in the 
number, tone, amplitude and duration of peristaltic con- 
tractions; and it successfully relieves localized spasm.” 
It is 5 to 100 times more potent than other synthetic anti- 
spasmodic agents commonly used. 


Its high index of anticholinergic effects, too, renders it 
particularly useful as adjunctive therapy for patients with 
gastric or duodenal ulcer—86% having achieved com- 
plete remission of symptoms in controlled clinical tests.” 
Side effects were negligible in frequency or degree.” 


¥ 


References: 1. J. Pharm. & Exp. Ther., 98:14, 1950. 
2. Gastroenterology, 24:204, 1953. 
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Wash.; R. Apetawe Draper, M.D., Dorchester, Mass.; 
H. Simonton, M.p., Chickamauga, Ga.; Daniet BELTz, M.D., 
Los Angeles 8, Calif. 


Committee on Scientific Assembly: E. /. Baumgartner, M.D., 
Chairman, 25 Alder Street, Oakland, Md.; Robert F. Purtell, 
M.D., Milwaukee, Wis.; John R. Bender, M.D., Winston- 
Salem, N.C.; Joseru S. Devitt, M.D., Milwaukee, Wis.; Louis 
H. Wetner, M.D., Philadelphia, Pa.; Francis P. RHOADES, 
M.D., Detroit 2, Mich. | 


Committee on Constitution and By-Laws: CHaries N. Wyatt, M.D., 
Chairman, 301 East Coffee Street, Greenville, S.C.; Gzorce L. 
TuorrPe, M.D., Wichita, Kan.; Robert D. Millard, M.D., 
Honolulu, T.H.; George H. Alexander, M.D., Forsyth, Ga.; 
Robert E. Heerens, M.D., Rockford, Ill.; Edmund L. Douglass, 
M.D., Groton, Conn. 


Liaison Committee on Voluntary Prepaid Medical Care: Francis T. 
Honcess, M.v., Chairman, 2299 Nineteenth Avenue, San Fran- 
cisco 19, Calif.; Clark Bailey, M.D., Harlan, Ky.; Robert W. 
Kullberg, M.D., Portland, Ore.; Charles L. Farrell, M.D., 
Pawtucket, R.IL; H. Thomas McGuire, M.D., New Castle, Del. 


Liaison Committee on Rural Health: Frep A. HumPHREY, M.D., 
Chairman, Box 113, Fort Collins, Colo.; Jra L. Hancock, Jr., 
M.D., Creeds, Va.; Leland S. Evans, M.D., Las Cruces, N.M.; 
James A. Cosgriff, Sr., M.D., Olivia, Minn.; S. 8. Kety, M.D., 
Picayune, Miss.; Carl D. Lusty, M.D., Meridian, Idaho; John R. 


WHY DOCTORS 
PREFER THE 


elton Autoclave 


ONLY THE PELTON HOLDS STEAM 
IN RESERVE ALL DAY 
AVAILABLE FOR INSTANT USE. 


Rodger, M.D., Bellaire, Mich. 


Building Committee: JoHN R. Fowzer, M.D., Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BUECHELER, M.D., Syracuse, N.Y.; 
M. B. M.D., Kansas City, Mo.; Cartes NELson, 
M.D., Beverly Hills, Calif.; M. C. Wicinton, M.p., Hammond, 
La.; Aaron Hortanp, Newark, N.J.; W. B. Watron, 
M.D., Belleville, Ill.; C. W. AnpERson, M.D., Denver, Colo.; 
GeorceE H. Lemon, Toledo, O. 


Pelton Autoclaves give your patients the protec- 
tion they are entitled to, In an autoclave you can 
be SURE of complete destruction of micro- 
organisms, including every form of virus. Be 
certain your instruments are not spreading cross 
infection. And save time by sterilizing the Pelton 
way (only 13 minutes for instruments including 
loading and drying). 


Committee on Insurance: Eart C. Van Horn, M.p., Chairman, 
4843 Reading Road, Cincinnati, O.; Norman F. Coulter, M.D., 
Orlando, Fla.; George E. Burket, Jr., M.D., Kingman, Kan.; 
5. A. Garlan, M.D., New York City, N.Y.; Harry R. Soltero, 
M.D., Billings, Mont. 


Mead Johnson Scholarship Award Committee: M. B. GLIsMANN, 


HERE'S STRAIGHT TALK 
FROM YOUR COLLEAGUES* 


M.D., Chairman, 1019 North Lee, Oklahoma City 3, Okla.; 
John E. Foster, M.D., Foley, Ala.; Marjorie E. Conrad, M.D., 
Wilmington 3, Del.; Ralph E. Cross, M.D., Johnson City, 
Tenn.; Richard R. Chamberlain, M.D., Maplewood, N.J.; 
Frank D. McCarthy, M.D., Sioux City, Ia. 


M & R Award Committee: Herbert W. Salter, M.D., Chairman, 
4900 Euclid Avenue, Cleveland 3, O.; Jason P. Sanders, M.D., 
Shreveport, La.; Elmer C. Texter, M.D., Detroit 13, Mich. 


Liaison Committee on Civil Defense: WittiaM F. Putnam, M.D., 
Chairman, Lyme, N.H.; John O. Milligan, M.D., Seattle, 
Wash.; Stanley L. Hardy, M.D., Las Vegas, Nev. 


Committee on 1956 State Officers’ Conference: Donatp H. Kast, 
M.D., Chairman, 720 Bankers Trust Building, Des Moines 9, 
la.; H. Marchmont Robinson, M.D., Secretary, Chicago, Ill. 


Residency Review Committee for General Practice: WILLIAM J. 
Suaw, M.D., Lee Hospital, Fayette, Mo.; Jesse D. RisinG, M.D., 
Kansas City 12, Kan.; Louis F. RrirrecMeyer, JRr., M.D., 
Jackson, Miss. 


Joint Committee on Industrial Medicine (liaison): Thomas H. Blake, 
M.D., Saint Albans, W. Va.; Lester D. Bibler, M.D., Indianapo- 
lis, Ind. 
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FROM DETROIT: 

**Pelton sterilization is much 
more complete and thorough 
than boiling or any type of 
cold sterilization. My school 
used Pelton."* 

FROM OHIO: 

“Ordinary boiling does not 
kill certain viruses. hove 
two Pelton sterilizers in my 
offices that have been used 
for 35 yeors and they are still 
going strong."’ 

FROM NEW YORK: 

**lt was recommended by the 
Chief of Staff, who hos used 
one for many years with good 
results. It is just right for our 
needs, as far as size."* 


FROM CONNECTICUT: 

**| heard only good things 
about the Pelton while | have 
heard many complaints about 
other mokes."* 


FROM NEW YORK: 

“| chose Pelton because of 
its double jacket and quick 
return to pressure on next 
sterilization.** 

FROM PENNSYLVANIA: 

“*l chose Pelton because of 
its convenience and lack of 
necessity for emptying and 
refilling."* 

FROM OKLAHOMA: 

**1 have used Pelton Sterilizers 
because | think they are bet- 
ter built."’ 

FROM ILLINOIS: 

“The Pelton Autoclave is o 
much finer method of steriliz- 
ing especially since | use a 
large quantity of vaccines and 
serum in my Pediatric prac- 
tice. | was satisfied with my 
other Pelton equipment and | 
feel Pelton products are good 
and stand the test of time."’ 


*Names on request. 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 
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This Month’s Authors 


Allen Campbell Barnes, M.D., author of “Faced with a Breech,” is a prom- 
inent obstetrician and gynecologist in Cleveland, Ohio, where he is also professor 
and chairman of the department of obstetrics and gynecology, Western Re- 
serve University School of Medicine. Dr. Barnes’ paper, “Body Production of 
ACTH in Response to Gynecologic Surgery and Irradiation” received the 1952 
Foundation Award for gynecologic research of the American Association of 
Obstetricians, Gynecologists and Abdominal Surgeons. Dr. Barnes serves on the 
editorial boards of several journals in the field of his specialization. 


G. V. Brindley, Jr., M.D., has concentrated on thoracic surgery since studying 
that specialty on long-term fellowship at the Mayo Clinic. The author of “Early 
Recognition of Pulmonary Neoplasms” is a graduate of Rice Institute and the 
University of Texas Medical School, did his Mayo Clinic work after internships 
at Medical College of Virginia and Scott and White Memorial Hospital, Temple, 
Texas (where he is now chief of thoracic surgery.) Dr. Brindley served the army 
three years as thoracic surgeon, now stretches his days to include professorship of 
clinical surgery at University of Texas Postgraduate School of Medicine. 


Cecile L. Fusfeld, M.D., is a distaff member of the American Academy of 
General Practice. She calls her family a “‘well-doctored”” one—her husband and 
elder son holding nonmedical doctorates, her younger son now completing 
medical training. The author of “Vaginal Cytodiagnosis in a General Practi- 
tioner’s Office” is proud to have proved that a woman can be physician, mother 
and grandmother. Although three grandchildren fill her leisure hours, Dr. Fus- 
feld has made research in cytology her hobby in recent years, is a staunch advo- 
cate of every general practitioner’s having a specialized interest. 


W. Proctor Harvey, M.D., co-authored with Dr. Jack P. Segal the admonitory 
article, ‘Don’t Forget Your Stethoscope.” He previously co-authored with Dr. 
S. A. Levine the textbook Clinical Auscultation of the Heart. At the present time, 
busy Dr. Harvey is director of the Heart Station and assistant professor of medi- 
cine, Georgetown University Medical School; consultant in cardiology, Walter 
Reed Army Hospital, Bethesda Naval Hospital and the National Heart Institute. 
A native Virginian, Dr. Harvey trained at Duke and Harvard universities, and at 
Peter Bent Brigham Hospital, Boston. 


John W. Runyan, Jr., M.D., has developed an especial interest in the chemi- 
cal aspects of the collagen diseases since his medical school days at Johns Hopkins 
University, and it is from that absorbing interest that his article, “‘Polyarteritis 
Nodosa,” was developed in collaboration with Dr. Richard T. Beebe. Dr. Runyan 
is at present assistant professor of medicine at Albany Medical College in Albany, 
New York, and is also engaged in research studies on diabetes mellitus and viral 
diseases. He was previously a research fellow in medicine at Boston City Hospital. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


yOO—y00 Perfectly OK . . . 


Dear Sir: 

The comment on Yoo-Yoo, page 56, of the May, 1955 GP 
impresses me as being a bit inaccurate unless there has been 
a new edition of Standard Nomenclature of Diseases and Op- 
erations since 1952. On page 1,031 of the 1952 edition I find 
the following: 

“Special conditions and examinations without sickness 
Y00—Y09” also 

**Y00 Medical or special examination 

Without complaint or finding indicating need of 
observation or medical care.” 

Further down on page 1,031 I find “y00-002”, ‘‘y00-003” 
and “‘y00-006.”” On page 1,032 I find under “Y09 Other 
person without complaint or sickness” the subheading 
**y00-00y.” 

I have been unable to find “y00-y00” and am wondering 
if someone is not being facetious. 

Joun H. Scuaerer, M.D. 
Los Angeles, Calif. 


No, there hasn't been a new edition since 1952. The reference 
to YOO-Y00 is found on page XII of the “Introduction.” 
—Mepicat Eprror 


--. Sols “The Quick and the Dead” 


Dear Sir: 

The editorial on “The Quick and the Dead,” page 56, 
May, 1955, GP, is superb. As a pathologist I have many 
times preached the doctrine contained in the last four para- 
graphs. Too many otherwise qualified surgeons feel that 
they know what they see. Too many others are reluctant to 
take enough tissue to give the pathologist a fair chance. 
Many others do not believe the pathologist no matter what 
he reports. Joun H. ScHaerer, M.D. 
Los Angeles, Calif. 
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For Your Information 


Dear Sir: 

In the “Information Please” section of the April, 1955, 
GP, I noted the question concerning anemia in women. The 
question poses the prevalence of anemia in women seen in 
general practice. The answer given in GP was that the re- 
viewer had no knowledge of any adequate survey of anemia 
in general practice. 

I should like to call the attention of both the questioner 
and the reviewer to an article of mine published in the 
July 9, 1955, issue of the Journal of the American Medical 
Association entitled “Prevalence and Significance of Anemia 
As Seen in a Rural General Practice.” 

In this study we reviewed hemoglobin determinations in 
500 consecutive, unselected patients presenting themselves 
to the general practitioner in a rural area in the South. The 
determinations were performed accurately by the photo- 
colormetric method. Utilizing the accepted normal values 
for hemoglobin, as listed in Sunderman and Boerner’s text 
book, Normal Values in Clinical Medicine, published by 
W. B. Saunders, in which they list the normal for men as 
12 to 17 Gm. per 100 cc., and in women as 11 to 15 Gm. 
per 100 cc., we found the incidence of anemia to be as 
follows: White male 8.5 per cent, Negro male 19.4 per cent, 
White female 13.4 per cent, Negro female 25 per cent or a 
total incidence of anemia in general practice patients of 
18 per cent. 

Sixty-one per cent of the anemias were of the hypo- 
chromic microcytic or iron deficiency variety, while 39 per 
cent were normochromic normocytic type due to inhibition 
of blood formation by infection or other disease processes. 

Therefore, in answer to the question posed in GP, ap- 
proximately 20 per cent of females seen in general practice 
in this particular area evidenced anemia. This was higher 
for the Negro and lower for the white female. The chief 
causes of the anemia were blood loss associated with the 
menstrual period, pregnancy and deficient diet. 
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At this date it is rather late to comment on this question, 
but I felt that in view of your answer indicating no recent 
studies in general practice, that both you and the doctor 
posing the question might be interested in this recent 
review. 

Incidentally, | am a member of the American Academy of 
General Practice and enjoy GP very much. 

J. H. M.D. 
Fort Deposit, Ala. 


What's Normal? 
Dear Sir: 


I am writing with a two-fold purpose: first, to compli- 
ment you and Dr.. Baruch on the splendid essay on the 
“Common Emotional Problems of Children” which ap- 
peared in the February, 1955, GP; and second, to raise a 
discussion concerning some debatable points in the essay. 

Two disturbing things stand out. 

In the concluding paragraph Dr. Baruch states, ‘““Then 
they (the parents) will be readier to accept scientific facts 
and the physician would be able to make it clearer that 
masturbation is normal and that a child should not be told 
to stop it.” 

This is puzzling in that the essay does not make it clear 
whether this is “normal” to the body-exploration period of 
preschool life, or whether the author meant that it is 


“normal” to children of all ages. If she intended only the 
former, then well and good. 

However, if the latter choice is the intended one, then 
the practice needs to be considered abnormal and should be 
explained as such. In either choice, sometime in the child’s 
life it ceases to be normal and becomes wrong and needs to 
be faced. To accept masturbation as a harmless practice, 
physically, is one thing; but to accept it as harmless, from 
the psychologic point of view, is something quite different. 
Dr. Baruch implies that we physicians must have an under- 
standing of psychology. From the point of view of this 
science then, the practice of masturbation is narcissistic, and 
since psychology implicitly teaches that self-discipline is 
preferred to self-indulgence (narcissism), it follows logical- 
ly that the practice of masturbation must be condemned. 

And, in discussing the difference between permitting 
negative feelings to be expressed while at the same time pro- 
hibiting their actions, Dr. Baruch clearly makes a distinction 
between expression of an emotion on the one hand, and giv- 
ing vent to the emotion by action on the other. 

Here is a clear precept of suppressing harmful actions 
while recognizing the driving emotions behind it. To quote 
her, “The essentials lie in differentiating between feelings 
and acts.” Why then, is this distinction not observed when 
examining this phase of sexual behavior? In our teaching, 
why don’t we observe the same “essentials ?”” 

Medicine would be treading very dangerous ground; 
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A iotally different penici!!in—nota 


first, in principle, by flouting the established laws of natural 
ethics; secondly, in effect, by condoning sexual license, 
particularly in a society where sexuality is already rampant. 
This erroneous teaching must be corrected. In fact, it is 
imperative that the correction be made. Whether this should 
be done by an authority schooled in ethics is a matter for 
the publisher to consider. 

Dr. Baruch’s awareness of the harmful influences of ten- 
sion, hostility, anger and other negative emotions on chil- 
dren in their development is very keen and she is certainly 
to be commended for this beautifully prepared essay. The 
perception and the exposition of those factors which prop- 
erly belong to the field of true psychology deserve high 
praise. Her keen perception of the need for real love in 
family life is to be commended and particularly was it im- 
pressive to have her point out those difficulties that are 
directly attributable to the defect of parental “‘unloving- 
ness.” James Joseph HuGHEs, M.D. 
Columbus, O. 


Author Baruch was asked to answer the questions raised by 
Dr. Hughes. The following is her reply.—PusutsHER 


Dear Dr. Hughes: 
I want to thank you for your interest in my article. I can 
well understand your asking about the matter of masturba- 


tion as it is something which touches on so many of our old 
teachings. 

Rather than attempting, however, to boil down or re- 
phrase what I have already said more explicitly on the sub- 
ject, may I refer you to two of my books which take it up in 
terms of the very questions you ask. 

They are New Ways in Discipline, McGraw-Hill, New 
York, 1949 (see pages 152 ff) relative to younger children ; 
and How to Live With Your Teen Ager, McGraw-Hill, New 
York, 1953, (pages 145ff and 154) in which the discussion 
centers on the adolescent. 

Dorotuy W. Barucn, PH.D. 
Beverly Hills, Calif. 


Can't Afford To Be Selfish 


Dear Sir: 

GP is a fabulous journal. I have made a point of looking 
at it every day, reading as much as I can, studying some of 
the text and enjoying the tremendous color as well as other 
features that lead me to believe it is the greatest journal that 
I have had the opportunity of studying. 

I feel so strongly about it that I am ordering the journal 
for the office for my residents. I do not want my copy to 
leave my desk but I do not feel I can afford to keep this 
away from the residents. 

You may be interested to know that at the last two staff 


modi ication o 


faster, higher, longer blood 
levels on oral administration 


a nique chemigal composition which assures stability in the presence of acid. Therefore, there 
is 00 loss of potency due to stomach acidity. ‘V-Cillin’ produces higher bicod levels and a longer 


P duration of therapeutic concentrations. It is rapidly absorbed from the duodenum. 


dosages Lor 2 puivules tid, 


 pplieds Attractive greern-and-gray pulvules 
mg: (206,000 units). in bottles of 50. 


meetings I presented the journal to the residents and they 
are very enthusiastic about it. 
EuGEne P. PENDERGRASS, M.D. 
Department of Radiology 
University of Pennsylvania 
Philadelphia, Pa. 


Until Further Evaluation— 


Dear Sir: 

In the July, 1955, issue of GP there is an article by Dr. 
Mou called ‘Therapeutic Problems in Urinary Tract 
Infection.” 

I have found Furadantin a wonderful drug but he men- 
tions this outstanding urinary antiseptic only in a very un- 
obtrusive and dismissing way. 

Nicuotas P. Appy, M.D. 
New York, N. Y. 


The following reply by Dr. Mou stresses the necessity for 
further evaluation of Furadantin before accepting it as a 
choice therapeutic measure.—PUBLISHER 


Dear Dr. Appy: 
I think you will find that I discussed nitrofurantoin (Fura- 
dantin) in the last paragraph of page 106 as follows: 
“Recently nitrofurantoin (Furadantin) has been intro- 


duced as an effective agent in urinary tract infections, but 
preliminary reports to date indicate only limited usefulness 
in treating some E. coli and proteus species.” 

This chemotherapeutic agent was also mentioned in my 
discussion of disk sensitivity problems and in Table 1 was 
suggested as useful in coli-aerogenes and proteus infections. 
Recent clinical reports regarding nitrofurantoin (Furadan- 
tin) are encouraging both in this and other clinics, but it 
is a relatively new agent and requires continuing evaluation. 

Tuomas W. Mov, M.D. 
Department of Bacteriology 
University of Rochester 
Rochester, N. Y. 


Dear Sir: 

Having had your article “Avoid Chronic Termititis— 
In Insurance” in the April GP brought to our attention by 
a client, I would appreciate your consideration of this let- 
ter. I believe Mr. Raleigh E. Ross has not given a full pic- 
ture in his article. Your articles carry much weight with 
most doctors ; thus for the benefit of many confused readers, 
I'd like to suggest you give them a full story on life insur- 
ance, pro and con! 

Some of my objections to Mr. Ross’ article are: (1) Mr. 
Ross in his 20-year review has assumed that the premium 


Select the level of protection 


Deca-Vi-Sol—the new, more comprehensive formula including vitamins Biz 
and Bs—permits even greater flexibility in specifying vitamins for infants 
and children. Like Poly-Vi-Sol and Tri-Vi-Sol... 


DECA-VI-SOL 


Deca-Vi-Sol is highly stable... refrigeration not required ... potency : a 


assured... readily accepted... exceptionally pleasant flavor... no 
unpleasant aftertaste... full dosage assured . .. can be dropped directly 


into the baby’s mouth. 


vitamin liquid for teaspoon dosage. 


For older children, specify Mulein, the good-tasting, orange-flavored 
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saved by “B” was not used. The only fair comparison _i.e., as children go on their own or his estate grows inde- 
would be to see what “A” could have done had he used _ pendent of this plan. 

**B’s” plan and the savings in premium were put to work, Wiuua R. Hunt 
i.e., E Bonds and also good mutual funds or real estate. (2) Management Service for Doctors 

Mr. Ross has failed to explain that any “cash value” is pay- | Waco, Tex. 

able only if the doctor lives—therefore if he dies, he has 


taken away from his estate that extra premium he paid for An article by Mr. Hunt on the wisdom of investing in life 
this “cash value.” (3) The best insurance companies carry insurance will appear in the November GP. —PuBLISHER 
term insurance, straight or renewable, to age 60 and 70 (I 

own some), and statistics prepared by disinterested parties - 


show that Mr. Ross has not used a logical example to say 
“B” cannot get term insurance after 20 years. 

Now we do not sell insurances nor investments and we 
have no cross to bear; consequently, I add that Mr. Ross 
did not plug his strongest point, i.e., many doctors need 
forced savings even if it costs somewhat more than other 
plans. 

This, life insurance will do. Of course for the younger in- 
telligent doctor, we advise renewable term, E Bonds and 
mutual funds in a trust under a bank deduction plan. Thus 
the doctor has protection, forced savings and a hedge 
against inflation in the ratio suited to his own needs. He 
also has a hedge against deflation where he can keep his 
protection but postpone savings or investment. In having 
protection, say $20,000 in four $5,000 policies, the doctor “A dreadful mistake! | gave all of 
can also: (1) gain annual premium savings, but pay quarter- . them a 3:30 appointment!” 
ly and (2) be able to drop parts of protection as not needed, 
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with the new Mead calibrated unbreakable plastic ‘Safti- 
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RAUDIXIN 


w Root Rauwolfia 


As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


Less likely to produce depression 

Less likely to produce Parkinson-like symptoms 

Causes no liver dysfunction 

No serial blood counts necessary during maintenance therapy 


Raudixin is not habit-forming; the hazard 
of overdosage is virtually absent. Tolerance R, 
and cumulation have not been reported. 


Raudixin supplies the total activity of the ‘ Py 
whole rauwolfia root, accurately standard- ‘K my 
ized by a rigorous series of test methods. / 0° # 0° 
The total activity of Raudixin is not ac- 
counted for by its reserpine content alone. , 


Supply: 50 mg. and 100 mg. tablets, bottles Sy ; 
of 100 and 1000. 


*ravoixin’® A SQUIBB TRADEMARK SQUIBB 
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_, acute attacks—often in 20 minutes 


“ound-the-clock protection 


rasthmatic patients 


prevents recurrences—half-strength suppository 2 or 3 
times daily 

safe— avoids the hazards of parenteral medication 
effective—acts even in epinephrine-fast patients 
stable—special nonreactive base* avoids deterioration, 


ensures full therapeutic effect 

*melts at body temperature 
Supplied: Boxes of 12, full strength —aminophyl- 

/\) line 0.5 Gm. (gr. 744), sodium pentobarbital 0.1 Gm. 

(gr. 134). Also available in half strength. 

AMES COMPANY, INC + ELKHART, INDIANA , 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Henry I. Russek, M.D. 
A New Treatment . . . 


MUCH IN THE MEDICAL NEWS in recent years, Dr. Henry I. Russek 
has now attracted new attention by treating cerebral thrombosis 
and cerebral embolism with cortisone. As reported in the Journal 
of the American Medical Association for September 10, 1955, Dr. 
Russek and his colleagues note that “cortisone produced striking 
effects in 21 of the 35 patients under this regimen, and remarkable 
neurologic recovery occurred in 27 patients by the end of the third 
week of cortisone administration.”” Dr. Russek’s ideas on treat- 
ment have often been controversial. Notable examples: his policy 
of discriminative use of anticoagulants in treatment of myocardial 
infarction, and his methods of assaying the clinical value of drugs 
for angina pectoris. It now remains to be seen whether his new 
method of treating apoplexy will serve to excite neurologists as 
much as his selective use of anticoagulants stirred up cardiologists 
on its presentation. 


Theodore V. Houser 
A New Program... 


INTEREST IN HELPING PHYSICIANS establish themselves in practice 
without becoming beholden to anyone underlies a new plan 
launched by the Sears Roebuck Foundation and outlined recently 
by Mr. Houser, board chairman since last year. Termed “an in- 
vestment in individual incentive,” the program’s details are men- 
tioned in this issue’s ‘Secretary’s Newsletter,” opposite page 8. 
Mr. Houser says the $125,000 fund is purely experimental, that 
its continuance after the current year must depend upon its re- 
ception and support by the medical profession. Goal of the proj- 
ect is creation of “the financial and managerial conditions best 
designed to satisfy the medical needs of the American people, the 
professional and economic needs of the American physician, and 
the principles of free, voluntary and unregimented practice of med- 
icine in which the doctor is indebted to no boss but his own 
professional ethics and competence.” 
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Herold C. Hunt, Ph.D. 
A New Administrator .. . 


RECENTLY NAMED UNDERSECRETARY of health, education 
and welfare is Dr. Herold C. Hunt, selected last month 
by President Eisenhower to succeed Nelson A. Rocke- 
feller, now administrative assistant to the President. 
Dr. Hunt’s recess appointment will be submitted for- 
mally to the Senate when Congress reconvenes. A native 
of Northville, Michigan, outstanding educator Hunt is 
professor and consultant at Harvard University’s school 
of graduate education, former superintendent of public 
schools at Chicago and Kansas City, now the first pro- 
fessional educator to held. so high a post in the De- 
partment of Health, Education and Welfare since its 
establishment in 1953. In his first press conference 
after taking oath of office, Dr. Hunt pointed to the 
crisis facing education because of teacher shortage and 
bulging classrooms, said he hoped to solve some of 
these critical problems. Health, Education and Wel- 
fare Secretary Marion B. Folsom states that Dr. Hunt, 
an able administrator, will be concerned with all de- 
partmental work, not limited to the educational area 
alone. A friend of the American Academy of General 
Practice, Dr. Hunt wrote the Academy last year fol- 
lowing publication of the Reader’s Digest article, 
“Family Doctor: Model 1955,” to request help in es- 
tablishing connection with a family physician for his 
own family. ‘The capabilities of a doctor such as out- 
lined in the article are appealing and attractive in- 
deed,” he wrote. The Academy’s good wishes go to 
Dr. Hunt as he brings the initiative and creativity 
demonstrated in previous positions to his new high 
office. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. 


*Oct. 14-16, Louisiana chapter, annual meeting, Washing- 
ton-Youree Hotel, Shreveport. 

*Oct. 15. Sovth Dakota chapter, fourth annual meeting, 

Marvin Hughitt Hotel, Kuron. 

*Oct. 16-18. North Carolina chapter, seventh annual meet- 
ing, Hotel Chariotte, Charlotte. 

*Oct. 17-19, University of California, conference on ap- 

_ plied therapeutics, San Francisco. 

*Oct. 17-20. New York state chapter, seventh annual meet- 
ing, Hotel Statler, New York City. 

Oct. 17-22. The American Collegs of Physicians, recent 
advances in internal medicine, University of 
Michigan Medical School, Ann Arbor. 

*Oct. 19. Maine chapter, annual meeting, Mercy Hospital, 
Portiand. 

*Oct. 19. Minnesota chapter, annual fall meeting, Redisson 
Hotel, Minneapolis. 

*Oct. 19. New Hampshire chapter, seventh annual scie.:tific 
meeting, New Hampshire Highway Hotel, Concord. 

*Oct. 19-20. Georgia chapter, seventh annual meeting, Bon 
Air Hotel, Augusta. 

*Oct. 19-Noy. 23. University of California, postgraduate 
institute, Wednesday evenings, Berkeley. 

*Oct. 20. Connecticut chapter, fifth annual scientific session, 
Hote! Statler, Harford. 

*Oct. 20-21. University of Minnesota, techniques in 
general practice, University of Minnesota Hos- 
pitals, Mirineapolis. 

*Oct. 20-22, University of Colorado Medical Center, course 
on fractures and joint injuries, Denver. 

Oct. 21-22. Saint Luke's Hospital, symposium on the 
first year of life, Cleveland, Ohio. 

*Oct. 22-23, Florida chapter, scientific session, Princess 
Issena Hotel, Daytona Beach. 

Oct, 22-26, American Heart Association, annua! meet- 
ing, Jung Hotel, New Orleans. 

Oct. 24-27. Omaha Mid-West Clinical Society, 23rd 
annual meeting, Paxton Hotel, Omaha. 

“Oct. 24-28. Kansas University ef course on psy- 
chiatry for the internist, Menninger Founda- 
tion, Topeka, Kansas 

*Oct. 25-27. Mlineis chapter, eighth annual scientific meet- 
ing, Armory and Hotel Leland, Springfield. 

*Oct. 26-27. Maryland chapter, annual meeting, Sheraton- 
Belvedere Hotei, Baltimore. 

*Oct. 26-27. Missouri chapter, seventh annual meeting, 
Governor Hotel, Jefferson City. 

Oct. 29-Nov. 3, American Society of Anesthesiclogists, 
meeting, Boston, 

Oct. 31—Noy. 4. American College of Physicians, current 
concepts of rheumatic diseases, Cornell Univer- 
sity Medical College, New York City. 

*Mar. 19-22, 1956. dimerican Academy of General Prac- 

tice, Eighth Annual Scientific Assembly, Armory, 

Washington, D. C. 
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+-OHANNEL 150 
RECORDING SYSTEM 


is part of every picture 


Pe weighing the merits of an important piece of 
equipment, such as an electrocardiograph, it 
is often helpful to know something about the 
maker — his qualifications, his experience, and 
the other acceptable instruments he makes. In 
short, you might like to know what sort of 
background the considered electrocardiograph 
has. 

In the case of the Viso-Cardiette, such a 
background can be represented by the instru- 
ments chosen to accompany it in the Sanborn 
“family portrait” above. Although not possible 
to show them all here, Sanborn instruments of 
precision cover the complete range of cardiac 


recording for diagnosis and research, and also 
provide the basis for the measurement and 
recording of most of the other types of physio- 
logical phenomena. 

Collectively, they represent the tangible 
application of the Sanborn experiences and 
skills that were gained over the past third of a 
century. Unquestionably, such a background 
does make the Viso picture complete. 


Write for completely descriptive literature, or contact your 
local Sanborn Office for information or a demonstration. 


BB crore you buy a Viso-Cardiette, you have the opportunity to examine it 
thoroughly AT YOUR LEISURE and to test in your own practice 
for 15 DAYS WITH NO OBLIGATION WHATSOEVER. 
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General Practice Prior to Specialization 


For SEVERAL YEARS the AMA House of Delegates has 
been looking for a method to insure that all specialists 
shall have had some experience in general practice. 
The search had grown out of a conviction that such 
experience would indeed be valuable (some would say 
indispensable) in the proper practice of a specialty. 
Last year a special committee of the House of Dele- 
gates was appointed to explore the problem. 

At the 1955 AMA meeting in Atlantic City, the 
Special Committee on General Practice Experience 
Prior to Specialization presented a final report. It be- 
gan with a renewal of faith in the idea of general prac- 
tice as a prelude to specialty practice, and quickly add- 
ed a definition. ‘“‘‘General Practice’ of Medicine,” it 
said, “is the practice of the Art of Medicine, and is that 
hind of practice which encompasses not only known scien- 
tific data, but also empirical knowledge of human sensory, 
emotional and spiritual reactions of patients to themselves 
and their environment.” 

In elaboration of that definition, the committee im- 
plied that specialty practice tends to depend solely 
upon science, to the exclusion of art. Further, it was 
stated that home visits to patients give physicians “‘a 
greater understanding of the Art of Medicine.” In part, 
this was attributed to a tendency by patients to with- 
hold confidences in “the strange atmosphere of an 
office or (a) hospital.” Only in the patient’s home, the 
committee contended, can a physician learn about 
“those things that concern family. economic, emotion- 
al, or spiritual problems . . .” 

The report ended with certain recommendations: 
mainly, that the committee itself should be revised 
(that is, enlarged) ; that money be provided for work of 
the new committee; that there be further work “in 
bringing about at the earliest date possible such changes 
as are needed to provide for recent graduates of med- 
ical schools—to have one or more years’ General Prac- 
tice actual experience prior to the time they are certi- 


lied by a specialty board.” 
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Editorials 


In effect, therefore, nothing has been done directly 
to accomplish the purpose for which the special com- 
mittee was formed. Perhaps the committee felt that its 
definitions and discussions of general practice and of 
the art of medicine were accomplishments enough for 
one year. If so, it seems too bad that the report did not 
receive more attention in the hearings of the Reference 
Committee on Medical Education and Hospitals. There 
was only one discussor of the report—a lone general 
practitioner who expressed the thought that the spe- 
cial committee had placed too much emphasis on home 
visits to the exclusion of other elements in general 
practice. 


Transfusion Dangers 


MEDICAL THERAPIES are often double-edged swords. 
Some agents have a rather narrow margin of safety be- 
tween therapeutic effect and toxic effect. This factor 
must be considered when prescribing such agents as 
nitrogen mustard, purified glycosides of digitalis and 
the like. On the other hand, some of the most innocu- 
ous drugs are occasionally quite toxic. Thus, reports 
of fatalities after iron, aspirin and other commonplace 
medicaments are not hard to come by. In spite of these 
warnings, too often we prescribe medications on the 
flimsiest indication, and all too often we are asleep at 
the switch when the danger signals appear. 

The value of blood replacement is undeniable. Be- 
cause of refinements in collecting and storing blood 
and in determining compatibilities, extensive surgical 
procedures have been made possible, erythroblastosis 
fetalis has become manageable and in many other cir- 
cumstances, dim outlooks have been brightened. This 
is good. However, it has led to a prodigious use of 
blood and plasma transfusions. 

Most physicians have had personal experience with 
“transfusion reactions.”’ These include chills, fever, 
urticaria, pulmonary edema from circulatory overload, 
particulate matter and gas emboli, intravascular he- 
molysis with the threat of acute renal insufficiency, 
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homologous serum jaundice, and bacterial contamina- 
tion. It has been estimated that these particular reac- 
tions cause more deaths than surgical anesthesia or 
appendicitis! 

In general, it is a simple matter to demonstrate the 
nature of these untoward accidents by clinical evalu- 
ation, examination of the recipient serum and urine 
for hemoglobin, and direct examination of the trans- 
fused material. At times the mechanism is obscure. 
Massive bacterial contamination can present an es- 
pecially bewildering picture—and, unfortunately, one 
that carries a high mortality rate. It may be confused 
with a pyrogenic reaction, and much valuable time may 
be lost. 

In the run-of-the-mill pyrogenic reaction, the pa- 
tient may develop chills and fever within 15 to 30 min- 
utes after transfusion has begun. Usually that is the 
end of it. Sometimes, however, he will have headache, 
restlessness, malaise, nausea, vomiting with abdominal 
distress, diarrhea, peripheral flushing and hypoten- 
sion. These symptoms may persist up to eight hours, 
although they usually pass off much sooner. The eti- 
ology and mechanism of such reactions are obscure, 
although low-grade bacterial contamination is not 
unlikely. 

These same signs and symptoms may occur after the 
administration of massively contaminated products. 
Usually, they are more severe from the onset, diarrhea 
is a more prominent feature and, in one to five hours, 
shock supervenes. The ordinary contaminants of 
stored blood, are gram-negative rods, which grow 
readily at 4° to 7° C., the temperature at which blood 
is usually stored. 

What should one do, when faced with reactions of 
this type? It is dangerous to be complacent, and write 
off as “benign pyrogenic” any but the mildest and 
most transient reactions. 

The first step is to discontinue the offending trans- 
fusion, and determine the nature of the reaction. One 
can usually quickly rule out incompatibility and he- 
molysis. When grossly examined, the donor bottle 
may appear quite benign with no cloudiness, super- 
natant discoloration, hemolysis or odor. Reassurance 
is not justified from such an examination, since in the 
absence of such gross changes, it is quite possible to 
demonstrate organisms by examining a stained smear 
taken from the bottle. (When these points are clarified 
a new transfusion of checked blood may be started, if 
indicated.) Second, the shock is treated. Third, liberal 
doses of a broad-spectrum antibiotic are given intra- 
venously. Antibiotic efficacy will depend on the num- 
ber of organisms present, and their nature. If they are 
invasive, or exotoxin-producers, the process may be 
reversible. If they are endotoxin-producers, therapy is 
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apt to be disappointing. Finally, one must critically 
review blood bank stores (taking stained smears from 
bottles as well as from the refrigeration environment) 
and the methods of obtaining, storing and giving blood 
and plasma. 


Weight Reduction Made Easier 


A COUPLE OF YEARS AGO, under the title “Fat Man’s 
Friends,” GP commented editorially on the thought 
that weight reduction can be achieved on a high- 
caloric diet—providing that almost all the calories are 
from fat and protein. That thought had been pre- 
sented by Pennington as an outgrowth of his theory 
that obesity is ... “a compensatory hypertrophy of 
the adipose tissues, providing for an increased use of 
fat by an organism that suffers an impairment in its 
ability to oxidize carbohydrate.” Pennington pointed 
to the Eskimos as a people in whom obesity was un- 
known when they followed their customary diet of 
lean and fat meat, but appeared when they added con- 
centrated carbohydrate foods to their diet. 

On a number of occasions since then, in conversa- 
tions with fat friends, references to Pennington’s 
idea have evoked expressions of startled incredulity. 
A few of those friends tried the magic formula for 
eating to get thin. Not being Eskimos, they didn’t 
like it. They couldn’t or wouldn’t tolerate a diet that 
contained 60 Gm. or less of carbohydrate a day. 

Recently, however, Werner compared the effects on 
weight loss of a high-fat, low-carbohydrate diet of 
2,870 calories and of an isocaloric high-carbohydrate, 
low-fat diet. His report, appearing in the New Eng- 
land Journal of Medicine for April 21, 1955, indicated 
that there was no basic difference in the weight- 
reducing effects of the two diets. 

So, this editorial is intended as a service to any of 
GP’s overweight readers who may still be trying to 
lose weight by eating plenty of fat. In spite of the 
plausibility of Pennington’s theory, Werner says it 
won’t work. If it has seemed to work, the chances are 
that it’s because of a water-electrolyte shift (tempo- 
rary) or because a lot of dietary fat causes some people 
to have diarrhea. 

However, Werner offered one consoling thought. 
He found that some obese men lost weight on a 2,800- 
calorie diet regardless of its content of carbohydrate. 
protein and fat. These were men who formerly had 
been taking a diet of 4,000 or 5,000 calories a day. For 
them, the standard caloric allowance for an employed 
house painter represented a reducing regimen. The 
conclusion was inescapable: make weight reduction 
easier by individualization of the caloric level em- 
ployed in low-calorie regimens. 


GP Volume XII, Number 4 


The Surgeon Takes a Knife 


DURING RECENT YEARS laboratory medicine has advanced 
at breath-taking speed. Trained technicians now re- 
lieve the diagnostician of many perplexing headaches. 
In every specialty, diagnosis has become more accu- 
rate with the aid of tests ranging from electroencepha- 
lography to aortography, and from radioactive iodine 
uptake to serum iron determinations. Whatever dulling 
effect these test-tube answers may have upon medical 
intellect, they undoubtedly have been good for the pa- 
tients and are here to stay. With increasing knowledge 
of the nature of diseases and better methods for recog- 
nizing them, the need for purely exploratory opera- 
tions is diminishing. 

Indications for surgical exploration still exist, how- 
ever, and in some areas of the body are becoming more 
frequent. For example, early carcinoma of the body of 
the pancreas still defies recognition except by laparot- 
omy. More and more cases are being discovered at a 
stage early enough for resection because physicians 
have become more aware of such early suggestive signs 
as dull abdominal discomfort, weight loss and changes 
in the character of the stools. Diagnostic curettage and 
biopsy excision of lumps in the breast, pigmented 
moles and other abnormal growths are saving many 
lives. 

Exploratory operations become unethical only in the 
hands of unethical surgeons. No one will be subjected 
to an unnecessary operation if the surgeon is honest 
with himself and with his patients. The fact that a pa- 
tient desires an operation, or that he has had symp- 
toms which make an operation seem justifiable in his 
own eyes is not a sufficient indication for surgery. Only 
if all diagnostic methods have been exhausted and the 
surgeon himself and other interested physicians believe 
exploration to be indicated should such an operation 
be undertaken. The patient and his family should be 
made fully aware that the procedure is for diagnosis, 
and that if no abnormality is found, nothing will be re- 
moved. The removal of such normal organs as the gall- 
bladder, uterus or ovary, on a slight suggestion that it 
“doesn’t look quite right,” cannot be condemned too 
heartily. The surgeon must have the courage to say 
“nothing was found abnormal, and nothing was 
removed.” 


Malignant Man 


ALTHOUGH MEDICAL MEN understand vaguely that the 
population of the world is growing, few of them have 
taken an interest in the problems related to that 
growth. Yet, their responsibility for world health dic- 
tates that such interest should be aroused. 
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‘ESTIMATED GROWTH OF WORLD POPULATION 


Perhaps a starting point is a consideration of the 
rate of population growth. In Science for July 29, 1955, 
Woodbury supplied estimates that are pictured in the 
accompanying graph. The enormous acceleration dur- 
ing the latter part of the present millennium is a star- 
tling disclosure. Projected into the near future, the 
curve promises a density of population that is almost 
beyond comprehension. 

In the May 13 issue of the same journal, Gregg com- 
pared the growth of the human population of the world 
and the increase of cells observable in malignant neo- 
plasms. In his hypothesis, the world was represented 
as a total organism afflicted with a cancer—man as a 
cancer cell. The analogy was supported by the follow- 
ing thoughts: 

1. Man’s increase has been at the expense of other 
kinds of life, just as a cancer’s growth entails destruc- 
tion of other cells. This comes about as a result of pres- 
sure and invasion—features that are apparent in the 
world’s “cancer” in the form of destruction of forests, 
annihilation or near extinction of various animals, and 
the soil erosion consequent to overgrazing. 

2. Metastasis is evident in colonization of the West- 
ern Hemisphere by the white race. 

3. A general effect upon the organism has resulted 
from the inordinate nutritional demand of the “‘can- 
cer.” 

4. Nevertheless, the “neoplasm” has outgrown its 
nutritional supply, and the center of the “growth” 
shows necrosis—the slums of our great cities. 

5. The cells of the “neoplasm” show marked varia- 
tion—the inequalities of health, wealth, and function 
so conspicuous among the human beings in overpopu- 
lated countries. 

Gregg’s reasons for presenting this strange view of 
mankind were succinctly stated: ‘In the history of sci- 
ence there have been hypotheses that, although not 
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true, have led to truth. I could hope that this some- 
what bizarre comment on the population problem may 
point to a new concept of human self-restraint . . . If 
Copernicus helped astronomy by challenging the geo- 
centric interpretation of the universe, might it not 
help biology to challenge the anthropocentric interpre- 
tation of nature?” 

One weakness of Gregg’s analogy is quickly appar- 
ent. He frankly revealed it when he said: “*. . . If some 
of the more thoughtful cells in, say, a rapidly growing 
cancer of the stomach could converse with one anoth- 
er, they might, quite possibly, reserve some afternoon 
to hold what they would call ‘a discussion of the pop- 
ulation problem.’ ”’ In the final analysis, the gift of 
reason can distinguish mankind from a malignant neo- 
plasm. It remains to be seen whether or not man will 
complete the distinction by using the gift. 


Penicillin in Boston Harbor 


In THE New England Journal of Medicine for July 7, 
1955, Weinstein, Boyer and Goldfield reported on a 
follow-up study in Boston of patients in whom a diag- 
nosis of rheumatic heart disease complicating scarlet 
fever had been made seven years earlier. In 1946, 167 
patients (mostly children) had been observed for evi- 
dences of rheumatic fever. In 1953, 110 of those pa- 
tients were available for reappraisal—among them, ten 
patients who had been suspected of having rheumatic 
fever in 1946. 

The grounds for that earlier suspicion of rheumatic 
fever were meager by comparison with criteria used by 
some other investigators. In one patient there had been 
obvious acute rheumatic fever with equally obvious 
rheumatic carditis. However, in the other nine, there 
had been only ECG changes—prolongation of the PR 
and QT intervals. Nevertheless, the validity of this cri- 
terion was substantiated. Seven years later, only two 
patients were considered to have entirely normal 
hearts. In the others, there was evidence of definite 
rheumatic heart disease (six cases) or “probable” rheu- 
matic heart disease (two cases). Among the 100 pa- 
tients in whom all cardiac findings had been normal in 
1946, there were no cases of rheumatic heart disease in 
1953. 

These facts alone are a significant contribution. As 
the authors stated, they do indeed “tend to validate 
the abnormal electrocardiogram in a patient with 
proved streptococcal pharyngitis as an important cri- 
terion for the diagnosis of rheumatic fever.” And this 
thought has a special significance when applied to 
another aspect of the report by Weinstein’s group. 
This concerns the evaluation of penicillin as a means 
of preventing rheumatic fever. 
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It so happens that all of those patients with scarlet 
fever in 1946 had been treated promptly by intra- 
muscular injection of 15,000 units of penicillin every 
three hours for ten days. Yet the prevalence of rheu- 
matic fever as a complication was just about the same 
as it had been in the preantibiotic era. Penicillin 
seemed to have done nothing to prevent rheumatic 
fever! 

This experience is completely at odds with reports 
by other investigators. The current orthodox opinion 
holds that rheumatic fever can be quite effectively pre- 
vented by penicillin treatment of group A streptococ- 
cic infections. Is there any way to reconcile these con- 
flicting views ? 

In their discussion of the divergence, Weinstein and 
his associates implied that the prophylactic value of 
penicillin has been accepted on too little evidence. 
They contended that rheumatic fever is not truly pre- 
vented, although many of the common clinical features 
are suppressed to a point that diagnosis may not be 
made on the basis of criteria that were formerly 
applicable. 

This Boston report seems as revolutionary as the 
tea party for which that city is famous. It comes most 
inopportunely in the very year designated by the 
American Heart Association for a “Stop Rheumatic 
Fever” campaign. As was told editorially in GP for 
April, 1955, that campaign is dependent upon peni- 
cillin. What can be done to keep penicillin out of Bos- 
ton harbor? 


Night Call 


Dr. Witrrep W. Forsts set out “to determine whether 
the single factor of a call made during the night could 
perhaps in itself establish a helpful set of probabili- 
ties.” For the purpose, he analyzed 200 consecutive 
night calls in his general practice in South Acton, 
Massachusetts. As reported in the New England Jour- 
nal of Medicine for July 14, 1955, he found that “the 
night bell, by its timing alone, establishes no very defi- 
nite diagnostic probabilities but does promise ease of 
diagnosis and therapy.” 

In regard to diagnosis, it developed that there was 
‘tan even probability that if the telephone rings while 
the physician is asleep (during the conventional hours) 
he can be assured that he is being called upon to de- 
liver a new life, to pronounce the passing of one or to 
treat biliary-tract disease, respiratory infection or in- 
jury.” Beyond this, there was no way to play percent- 
ages. The remainder of the diagnoses comprised a 
quite heterogeneous group. Still, it was most reassur- 
ing to learn that the diagnosis was usually quite obvi- 
ous. There were only two missed diagnoses in the 200 
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calls—hysteria presenting as backache, cholecystitis. 

Therapy was equally uncomplicated. A few simple 
medications and facilities for minor traumatic surgery 
were sufficient for most nighttime complaints. About 
two-thirds of cases were managed with sedation alone 
(including morphine), with an antibiotic alone or with 
minor surgery. The only other medications used in the 
series were quinidine, caffeine, aspirin, ergotamine tar- 
trate, a hypotensive drug and an antihistaminic. 

The simplicity of therapeutic problems was reflected 
in Dr. Forbes’ list of cases in which consultation was 
obtained for therapy. It was needed in only two out of 
83 medical cases (diabetic ketosis, Stokes-Adams dis- 
ease) and in only two out of 50 obstetric cases (eclamp- 
sia, placenta praevia). In addition, surgical consulta- 
tion was required for ten patients. 

A physician’s practice is quite an individual thing. 
Given a little time, the practice typifies the physician, 
and the physician fits the practice. So it is that Dr. 
Forbes’ experiences, in terms of diagnosis and therapy, 
would not be applicable to the practices of other family 


Needed: Unrelenting Skepticism 


PERIODICALLY. since its inception. GP has had some- 
thing to say about the need for scientific methods in 
the preparation of medical reports. In particular, there 
have been pleas for proper use of statistics and against 
misuse of statistics, declarations for wider use of “‘con- 
trols” (especially by the “double-blind” technique) 
and warnings to authors and readers alike against de- 
luded appraisals of scientific data. 

GP has not been the only pleader, declarer and 
warner. Editors and writers in many other medical 
periodicals have published similar views. A recent ex- 
ample is found in California Medicine for June, 1955. 
There Hall gave a nice exposition of the need for con- 
trolled clinical studies. But he went a step farther. He 
surveyed the articles in a representative group (37) of 
clinical journals published during 1954. In each issue, 
a search was made for “original articles in which con- 
trolled conditions seemed clearly indicated to substan- 
tiate the stated conclusions of the authors.’ Not included 
were review articles, single case reports and prelim- 
inary reports. When 100 pertinent articles had been 
collected, these were analyzed for the authors’ ad- 
herence to scientific principles of control. 

Hall’s findings were disheartening. Among the 100 
articles, there were only 21 in which authors had used 
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physicians. However, in one respect, the chances are 
that most doctors could say “Me too!” to Dr. Forbes’ 
report. This concerns the fact that a number of the 
night calls from patients were unnecessary. Thus, of 
the 200 calls, 22 were clearly not necessary (minor 
respiratory infections, pains of neurotic origin, post- 
seizure status). There were 21 others in which help 
should have been sought earlier or later, and three in 
which a dentist should have been called instead of a 
physician. 

It is to be hoped that other family physicians can 
equal Dr. Forbes’ tolerant attitude toward unnecessary 
nocturnal demands by patients. He had this to say: 
“It is acknowledged that many cases caused a degree 
of worry and fear that, although found to be ground- 
less by the physician, would, if he himself had been 
affected, have made outside help an obvious necessity.” 
If that kind of attitude prevails in South Acton, it’s a 
good bet that physicians in that part of Massachusetts 
have no problems with “public relations.” Or if they 
have, it’s not Dr. Forbes’ fault. 


adequate controls for the studies upon which conclu- 
sions were based. In another 30 articles, there had 
been some effort at control, but it had been inadequate. 
In the remaining 49 articles, there had been “no ob- 
servance whatsoever of control principles.” 

It would appear that the great majority of medical 
writers for clinical journals have not been persuaded 
to adopt control methods for experiments that need 
such methods. Moreover, editorial boards seem not to 
demand control principles as a criterion for acceptance 
of medical essays. Hall contrasted these attitudes with 
those of men in the “pure sciences,” stating: ‘A com- 
petent worker in the ‘pure sciences’ would usually not 
in his wildest moment publish (or have accepted for 
publication) a study in which control problems were 
ignored.” Implying that medical research is more com- 
plicated than that in the “pure sciences,” he then 
asked: “How can we hope to make sense out of our 
medical problems if we use less and not more scientific 
rigor than physical scientists?” How indeed! 

It is not meant to imply that all uncontrolled studies 
present invalid conclusions—just that the reader can- 
not gauge their validity. And what of the reader, who 
faces the prospect that only about one medical study 
in five is reported on the basis of adequate controls? 
His only salvation is an unrelenting skepticism since 
he cannot hope for infinite powers of discrimination. 
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Figure 1. Position of patient on the table. Since the baby’s 
body will ideally follow the projection of the line of the 


re upper portion of the curve of Carus (line a—c), position- Figure 2. The baby, with the cervix well retracted, tends 
; ing the buttocks well over the edge of the table is of help. to continue traveling obliquely downward rather than 


Only the baby’s head follows the full curve (line a-b). parallel with the floor as the buttocks are delivered. 


Figure 4. Ordinary forceps may be used, applying them 
with the body lowered and the head flexed in relation to 
the chest. The head, in being born, swings the arc of the 


pelvic curve. 


Figure 3. The Piper forceps, with the body elevated, have 
become almost “traditional.” 
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Faced with a Breech 


In essence, we are visualizing a delivery where the baby 

is pushed out rather than being pulled out. 

We immediately recognize the value of this statement 

in a cephalic presentation; we must not forget it simply because 
we are tempted by a pair of feet that can be grasped. 

The forces that are exerted above the pubic bone can complete 
the delivery; too much force or injudicious activity below 

the pubic bone can lead to trouble. 


BY ALLAN C. BARNES, M.D. 


Professor of Obstetrics and Gynecology, 
Western Reserve University School of Medicine, Cleveland, Ohio 


THE PHYSICIAN who is “faced with a breech” is always 
—and rightly so—gravely concerned about his two pa- 
tients who are involved in this delivery. The course of 
labor is likely to be prolonged; the chances of a me- 
chanical accident (prolapse of the cord, prolapse of a 
small part, abnormal positioning of the extremities) are 
increased; the fetal head must traverse the maternal 
pelvis without the opportunity for molding. These and 
other differences increase the maternal exhaustion and 
morbidity, as well as the intrapartum and immediate 
post-partum fetal mortality, of a breech presentation 
in contrast to a cephalic presentation. 

Neither this article nor any other can dispel the 
sense of worry that a physician feels when one of his 
patients goes into labor with the baby presenting as a 
breech. Only the successful delivery of his patient will 
serve to relieve him of this concern. On the other hand, 
a periodic review by all of us of the principles involved 
in managing these deliveries—a mental “check-list” of 
the practical points to be considered in a breech—can 
insure that we are forarmed for such a delivery and can 
very possibly reduce the hazards to mother and baby. 


The Antepartum Period 


Etiology. In general, breech presentation is an ac- 
commodation phenomenon. The fetus is accommo- 
dating itself to something in the uterus, or in the pelvis. 
Statistically, this is perhaps most frequently accom- 
inodation to the location of the placental implantation, 
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and it has been shown that a cornual implantation of 
the placenta—in contrast to implantation on either the 
anterior or the posterior wall—is characteristically as- 
sociated with breech presentation. Or, it can be ac- 
commodation to a pelvic contraction, to uterine fi- 
broids, or to a cord position. Fetal causes include ac- 
commodation to hydrocephalus or to a twin. 

Diagnosis. All pregnant women must be examined 
abdominally at every antepartum visit, at least from the 
28th week on. In addition to measurement of the height 
of the fundus and the auscultation of the fetal heart 
sounds, the palpation of fetal position is imperative. 
The breech that is first diagnosed when the patient 
goes into labor invariably presents some element—be 
it ever so small—of unpreparedness. 

Prophylaxis. The best treatment for any complica- 
tion in medicine is to prevent it. How can one prevent 
a breech presentation? External version—converting a 
breech presentation to a cephalic one by manual ma- 
nipulation of the baby through the abdominal wall— 
while it is not always successful, probably remains our 
best preventive measure. 

Here lies the importance of considering the etiology, 
since external version is safer and more successfully 
accomplished if the factors that have produced the 
breech are known. Roentgenograms can reveal pelvic 
or fetal factors; soft tissue roentgen techniques will in- 
dicate placental localization; careful auscultation of 
the heart tones during an attempt at rotation of the 
baby will indicate cord complication. 
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With respect to the technique of external version, 
the only suggestions to be made which might help are 
to do it during, or after, the 36th week (before that 
they may still correct themselves), and to move the 
fetal head toward the placenta first, in the case of a 
cornual implantation. Care, gentleness, and frequent 
auscultation of fetal heart tones are imperative. 

The final point under the heading of “prophylaxis,” 
of course, is: never induce labor in a woman having a 
breech presentation: One may attempt several external 
versions, or one may choose to leave the patient alone, 
but one should never induce labor. Some will turn 
themselves; some will be turned by the physician; 
some will come to section; but one of the contraindica- 
tions for either a medical or a surgical induction of 
labor is the breech presentation. 

Cesarean Section in the Breech Presentation. Inevitably 
we are presented with a group of patients in whom 
we have, as term approaches, established the diagnosis 
of a breech presentation and have failed in satisfactory 
external version. Which of these patients should we 
schedule for Cesarean section? 

1. The patient with pelvic measurements that are 
borderline or less. Even though one might vote for a 
test of labor, given the same pelvis and the same fetus 
as a cephalic presentation, section should be seriously 
considered here. 

2. The patient with uterine inertia and a breech; 
more will be said on this subject later. 

3. Possibly most important, those patients who have 
demonstrated a sharp limitation of their fertility, either 
in the actual past or in the potential future. This group 
would include the elderly primipara, the patient who 
is now pregnant after a prolonged period of previous 
sterility, the patient with fibroids, etc. These women 
have a demonstrated limitation on their total fertility. 
Given a breech presentation that cannot be corrected 
by external version, delivery should be made by Ce- 
sarean section. 


The First Stage of Labor 


Even after setting aside the group of patients whose 
baby can be turned to a cephalic presentation, and 
eliminating the group that will require Cesarean sec- 
tion, there are still those patients whose breech deliv- 
ery is to be effected vaginally. With reference to this 
group and their management, it is obvious that indi- 
vidualization of each patient and her problem is imper- 
ative. On the other hand, there are some axioms that 
are common to most of these situations, and that can 
serve as more effective guide-posts than can a discus- 
sion of individual technical points. 

1. The evaluation of the effectiveness of the uterine con- 


60 


tractions must be made earlier and far more critically. 
Since we have already eliminated the patients with the 
borderline or the contracted pelvis, a test of labor to 
evaluate pelvic adequacy has no place in the breech pre- 
sentation. However, the early hours of the first stage 
constitute a test of the effectiveness of the uterine contrac- 
tions. As indicated above, the patient with uterine 
inertia should be transferred to the Cesarean section 
group, and every stage of labor must be watched as an 
indication not of what a woman can endure, but of 
what she can accomplish. 

This evaluation of the uterine contractions is made 
at the bedside with the physician’s hand upon the ab- 
domen. A nurse reporting over the telephone may tell 
how frequently the uterine contractions occur and how 
long they last, but their actual quality is determined by 
the hand that feels the fundal dominance, feels the 
strength of the uterine muscle, and evaluates the “‘in- 
dentability” of the uterus at the peak of pain. 

2. The dilating wedge is less efficient—the cervix is oc- 
cluded less completely. Hence the first stage, on the aver- 
age, will be longer for these women, and impatience on 
the part of the attendant can represent a hazard. Pro- 
lapse of the cord at the time the membranes rupture is 
more likely than in a cephalic presentation. The mem- 
branes should not be ruptured artificially until the 
cervix is completely dilated and the breech presenting 
at the introitus. Following spontaneous rupture of the 
membranes, the patient should be examined promptly 
and the fetal heart must be checked frequently. 

The patient must be supported during these early 
hours of labor—both physically and mentally. The 
physical nourishment of the patient and her proper 
hydration with intravenous fluids may be achieved by 
telephone contact with the hospital, but the mental 
support and the emotional reassurance of the patient, 
like the evaluation of the quality of her uterine con- 
tractions, require the immediate presence of the phy- 
sician himself. 


Preparation for Delivery 


1. Adequate Assistance. The fetal mortality of breech 
presentation is higher in this country than is the mor- 
tality of acute appendicitis. The delivery of a woman 
whose fetus presents as a breech should call out at 
least as large a team of assistants as would assemble for 
a case of acute appendicitis. A lone obstetrician, a 
sleepy anesthetist, and the part-time services of a circu- 
lating nurse who is covering two delivery rooms simul- 
taneously do not represent medical safety for the 
mother and the baby. 

2. Sedation and Anesthesia. Since at least 80 per cent 
of the force that delivers the baby must come from 
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above the pubis, the patient whose powers of expulsion 
are obliterated by heavy sedation or injudicious anes- 
thesia is most likely to have trouble. 

Either a caudal or a spinal anesthesia will often re- 
duce the capacity of the maternal voluntary expulsive 
efforts, and thereby reduce the chance that the breech 
can be brought through the introitus spontaneously. 
Heavy general anesthesia, while excellent for intra- 
uterine manipulation, detracts from both the voluntary 
and the involuntary expulsive forces. Heavy sedation 
or heavy scopolamine medication can also reduce the 
cooperative use of the patient’s voluntary expulsive 
forces. 

Nitrous oxide in light concentrations (50 to 70 per 
cent), given only with the uterine contractions, will 
usually produce satisfactory pain relief until the baby 
has been delivered to the operator. Probably for the 
maximum number of spontaneous deliveries of the but- 
tocks, light nitrous oxide anesthesia with local puden- 
dal block is the most satisfactory combination. 

3. Have on hand: (a) Bandage scissors for cervical in- 
cisions in the patient who dilates sufficiently to let the 
body through but who traps the after-coming head. 
Duhrssen’s incisions can be life-saving in this situa- 
tion. (b) Perineal retractor: the best way to’ provide 
air for the baby promptly is to depress the perineum, 
clear out the air passages, and let it breathe. There is 
no reason the baby cannot start breathing prior to the 
complete delivery of the head if the perineum is held 
out of the way. 


The Second Stage 


1. When to start the delivery. The delivery of the but- 
tocks is always elective, but from that moment on, 
time is essential, and there should be a sense of “‘un- 
hurried haste” about the remainder of the delivery. 
Accordingly, it should be emphasized that there are 
greater penalties resulting from too early initiation of 
the actual delivery than there are from waiting a little 
longer to be sure that all of the cervical rim is out of the 
way. The old rule “two and one-half hours in the sec- 
ond stage”’ is a rule designed to protect the fetal brain 
and does not apply to the breech. While one will not 
leave a patient-too many hours in the second stage with 
a cephalic presentation, the buttocks neither impinge 
on the bladder and bowel as does the fetal head, nor do 
they suffer significantly after the cervix has been with- 
drawn over them. It is better to leave a patient an hour 
too long in the second stage than one minute too short. 
The degree of dilatation that lets the hips through is 
not necessarily sufficient to let the head through, and 
it is better to wait, all other indications being equal, 
than it is to initiate delivery too soon. 
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2. “Go and get” only 10 per cent—the rest will come to 
you. This figure is taken from my personal experience ; 
actually the number of times one must reach high for a 
foot is limited. The unembarrassed baby, and the 
mother who is in good condition and not overanes- 
thetized, can achieve a delivery to the obstetrician in 
the great majority of cases. 

3. The episiotomy (mediolateral) should be one and 
one-half times the size the same baby would require as a 
cephalic presentation. This is true both because the 
breech tends to follow the upper portion of the pelvic 
curve and hence drives downward toward the perineal 
body, and because it is never known ahead of time 
when it will be necessary to insert a hand beside the 
fetus and assist from within. 

4. The buttocks may be, but the back should never be, 
posterior. While not infrequently the fetus will be 
brought down to sit on the hollow of the maternal sac- 
rum, rotation so that the back will be lateral or anterior 
should begin promptly after this. Actually, of course, 
the hips can be brought down with the intertrochan- 
teric diameter in the anteroposterior, and the less the 
fetal body is twisted the less the arms will tend to be 
swept up over the head. Nuchal-arm trouble in the 
overwhelming majority of cases probably results from 
unindicated pulling on the baby’s body and from un- 
necessary rotation. 

5. Direction of the delivery. A breech baby is delivered 
traveling obliquely toward the floor. The axis of the 
body should follow the axis of the upper portion of the 
curve of Carus until the arms are delivered. For this 
purpose one is aided by the generous episiotomy and 
positioning of the patient on the delivery table so that 
her buttocks extend well over the edge of the table 
(Figure 1). Any handling of the feet, legs and hips by 
the obstetrician, which results in their traveling paral- 
lel to the floor, increases the resistance between the 
fetus and the birth canal (Figure 2). 

6. The after-coming head. While the application of 
forceps to the after-coming head in a breech is un- 
doubtedly being done more and more, it is well to 
remember, first of all, that such forceps application is 
not absolutely necessary for the successful deliverance 
of the head and, second, that if the forceps are used, 
they need not necessarily be specialized forceps (Fig- 
ures 3 and 4). 

Whatever particular technique is adopted, it is well 
to remind ourselves that (a) if the airway has been 
adequately cleared, slowness and gentleness is the 
most important consideration, (b) pressure applied to 
the head above the pubic bone can be of tremendous 
assistance and (c) maintenance of flexion with the chin 
on, or near, the chest will reduce the incidence of in- 
jury to the neck structures. 
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Benign neoplasms of the lung and pleura 


are uncommon and essentially consist of the following: 


hamartoma, vascular tumors, lipomas, fibromas, 
and fibrous mesotheliomas. Excision of these benign lesions 
is the proper treatment, and the postoperative prognosis is excellent. 
Bronchogenic carcinoma has progressively increased 
in incidence until it now is the most common visceral malignancy 
i in the male and comprises approximately 10 per cent 
\ { \ of all malignant lesions. Further significant improvement 
\ in the treatment of bronchogenic carcinoma is dependent 


largely on earlver correct diagnosis. 


Early Recognition of Pulmonary Neoplasms 


BY G. V. BRINDLEY, JR., M.D. 
Department of Surgery, Scott and White Clinic 


Temple, Texas 


PULMONARY NEOPLASMS have assumed a position of 
prominence during the past quarter of a century. The 
progressive increase in incidence of bronchogenic car- 
cinoma, until it is now recognized as the most frequent 
visceral cancer in the male, has aroused international 
concern. Intensive investigations are being made re- 
garding the etiology and pathogenesis of this very ser- 
ious disease. Benign pulmonary neoplasms also are 
being detected more frequently due to the chest roent- 
genographic surveys, the increasing use of chest roent- 
genograms in the routine examination of patients, and 
an improving diagnostic acumen among physicians 
regarding intrapulmonary diseases. 

Enhancing the clinical importance of pulmonary 
neoplasms has been the rapid development of thoracic 
surgery. Pulmonary neoplasms now can be resected as 
safely and efficiently as comparable major surgery else- 
where in the body. Further refinements in surgical 
treatment will improve the prognosis of patients with 
pulmonary neoplasms to a degree, but significant 
improvement seems dependent primarily on earlier 
correct diagnosis. 

This presentation is a review of some clinical obser- 
vations which may aid in the early recognition and 
proper management of these lesions. 
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Benign Tumors 


Benign tumors of the lung and pleura are infrequent 
and have received little recognition in the medical lit- 
erature until recently. Patients with these lesions may 
be asymptomatic, and the tumor recognized inciden- 
tally during an examination for some other illness. 
Since these tumors are being detected more frequently, 
some observations regarding their proper diagnosis 
and management seem appropriate. 

Essentially, benign neoplasms of the lung include 
the following: hamartoma, vascular tumors, lipomas, 
fibromas and fibrous mesotheliomas. Each of these will 
be considered briefly. 


HAMARTOMA 


Albrecht defined hamartomata as “‘tumor-like mal- 
formations in which occur only abnormal mixing of the 
normal components of the organ.” The pulmonary 
hamartoma is composed of cartilage, muscle and epi- 
thelium intermingled throughout the tumor. These 
lesions are relatively rare and occur more frequently in 
adults. 

Characteristically, the tumor is located in the paren- 
chyma of the lung near the visceral pleura. Hamar- 
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tomas are rounded or lobulated, discrete, and vary in 
size from small lesions to a mass that may fill the lobe. 
The chest roentgenogram will reveal the solid nodular 
lesion in the lung parenchyma. 

The presence of visible calcium in the tumor sug- 
gests the proper diagnosis although granulomas may 
give a similar appearance. 

Usually, these lesions are asymptomatic, but should 
be removed because of the possibility of malignancy in 
any solitary pulmonary tumor (Figures la and 1b). 


VascuLAR TUMORS 


1. Pulmonary Arteriovenous Fistulas. Pulmonary 
arteriovenous fistulas are the most important vascular 
tumors in this group. Since Smith and Horton, in 
1939, reported the first instance of pulmonary arterio- 
venous fistula diagnosed clinically, many additional 

«cases have been observed. These lesions are probably 
congenital in origin, and often are accompanied by 
cutaneous and mucosal hemangiomas and telangiec- 
tases which probably represent a variant of Rendu- 
Weber-Osler disease. 

Clinically, the symptoms and signs vary in degree, 
depending upon the size and number of fistulas. A 
bruit may be audible, accompanied by cyanosis, poly- 
cythemia and clubbing of the digits. Strangely, even 
though this is apparently a congenital lesion, the con- 
dition is seldom recognized in children. 

In approximately 50 per cent of the reported cases, 
the only positive finding on clinical examination was 
the demonstration of the lesion roentgenographically. 
The typical appearance on the roentgenogram dis- 
closes tortuous band-like shadows communicating 
with the hilus, and a lobulated soft tissue tumor in the 
pulmonary parenchyma. The Valsalva and Miiller 
maneuvers may be useful in correctly diagnosing the 
lesion. 

Laminography proves helpful in localizing the tu- 
mor, and angiography not only will demonstrate the 
nature of the lesion but often will demonstrate other 
smaller fistulas. Resection of the lesion will give a good 
result unless other abnormalities are present (Figures 
2a and 2b). 

2. Hemangiomas. These vascular tumors are rare 
and seldom produce symptoms. Usually, they are asso- 
ciated with hemangiomas elsewhere in the body. Most 
pulmonary hemangiomas are small and not discernible 
roentgenographically. Occasionally, however, a large 
lesion will be observed as a solitary intrapulmonary 
tumor. 

Multiple, bilateral hemangiomata should not be ex- 
cised, but the solitary, nodular-appearing lesions should 
be removed because of the inability to exclude malig- 
nant tumefaction. 
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Figure 1a (left). Roentgenogram revealing discrete, rounded ha- 
martoma in lower lobe, right lung. Vb (right). Lobectomy spect- 
men from patient (Figure la) showing a typical hamartoma. 


Figure 2a (left). Pulmonary arteriovenous fistula producing a 
rounded nodular shadow in the lower lobe of the left lung. 2b 
(right). Gross view of lobectomy specimen revealing the arteriove- 
nous fistula, 


LIPOMA AND FIBROMA 


These are rare tumors and warrant only the re- 
minder that they may occur. They should be removed 
for the relief of any associated symptoms and to ex- 
clude the possibility of a malignant neoplasm. 


Bronchogenic Carcinoma 


This very important tumor is increasing in frequency 
more rapidly than any other visceral malignancy. Its 
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Figure 3a (top). Photomicrograph illustrating transition from 
normal epithelium to typical squamous cell epithelioma of the 
bronchus. 3b (center). Photomicrograph of adenocarcinoma of the 
bronchus, 3¢ (bottom). Undifferentiated carcinoma of the bronchus 
depicting marked anaplasia. 
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importance can not be overemphasized. Early correct 
diagnosis is an essential prerequisite to permit signifi- 
cant improvement in the prognosis of the patient with 
carcinoma of the bronchus. There still remains:a ser- 
ious and often tragic period of eight to ten months’ 
delay between the onset of symptoms and definitive 
therapy. The physician often has been responsible for 
more than half of this procrastination. We share a 
great challenge to educate the public and ourselves 
regarding the early signs and symptoms of this disease 
in order that we may recognize it sooner and institute 
proper therapy immediately when there is a much 
better prognosis for the patient. 


Histro.ocic Types 


Bronchogenic carcinoma may be classified into three 
main types: adenocarcinoma, squamous cell epitheli- 
oma, and the undifferentiated type. More than half 
of the lesions are of the squamous cell type, occurring 
primarily in men. Adenocarcinoma constitutes approx- 
imately 20 per cent of malignant tumors of the bron- 
chus, and occurs more frequently in women. The un- 
differentiated type of bronchogenic carcinoma com- 
prises 25 to 30 per cent of the lesions, and the associated 
prognosis is very poor. This neoplasm metastasizes 
early, and the patient seldom is curable by the time 
thoracotomy is performed (Figures 3a, 3b, and 3c). 


ETIOLOGY AND INCIDENCE 


Dr. A. C. Broders, Sr., an authority on diseases of 
the respiratory tract and the senior consultant in our 
Department of Surgical Pathology, made the following 
comments regarding the etiology of bronchogenic car- 
cinoma. 

**The bronchi and the larger branches of the bronchi 
are lined with a stratified ciliated columnar epithelium. 
The bronchioles are lined with a single layer of ciliated 
columnar epithelium in the proximal portion and a 
single layer of nonciliated cuboidal epithelium in the 
distal portion. 

‘Probably due to endogenous and exogenous fac- 
tors, the lining epithelium of the bronchi, of their 
larger branches, and of the bronchioles not infre- 
quently undergoes a squamous cell metaplasia. The 
fact that the majority of the primary bronchogenic car- 
cinomas are of the squamous cell type is probably 
largely due to anaplasia of the metaplastic squamous 
epithelium, The squamous cell carcinoma not only can 
develop by anaplasia of the metaplastic squamous epi- 
thelium but also can develop by anaplasia of the lining 
epithelium that has not undergone squamous cell 
metaplasia. Furthermore, the undifferentiated carci- 
noma and the adenocarcinoma develop by anaplasia of 
the lining epithelium, and the adenocarcinoma may 
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develop also by anaplasia of the epithelial cells of the 
mucous glands. 

“It is logical to conclude that all the foregoing car- 
cinomas develop by anaplasia of pre-existing benign 
cells and that this anaplasia is due to endogenous and 
exogenous factors.” 

Chronic irritation, in many forms, seems to predis- 
pose the patient to the formation of squamous cell 
epithelioma of the bronchus. Because of occupational 
irritants, the incidence of pulmonary carcinoma might 
be expected to be higher in men, and actually the 
incidence is almost 15 men to 1 woman. Both lungs are 
involved with practically equal frequency, but the 
upper lobe bronchi are more often the site of the tumor 
than the lower lobe or the middle lobe bronchi. The 
age incidence is similar to that for patients with cancer 
in other regions of the body, the majority of the pa- 
tients being between 40 and 70 years. 


SIGNS AND SYMPTOMS 


Cough is the most frequent symptom, and is present 
in from 70 to 90 per cent of the patients. Since so many 
people without malignant pulmonary disease also have 
a cough, careful evaluation of this symptom must be 
made. As pointed out by Rienhoff, change in the na- 
ture of a cough or development of an unexplained 
cough in a patient who did not cough previously is 
especially significant. 

Hemoptysis frequently occurs and often is the symp- 
tom that causes the patient to consult a physician. 
Unless clinical examinations indisputably establish the 
diagnosis of tuberculosis, bronchiectasis or lung ab- 
scess, hemoptysis must be considered as due to intra- 
bronchial neoplastic formation until this cause has 
been excluded carefully. It should be recalled that any 
of the diseases just mentioned also may be associated 
with bronchial carcinoma. 

Occasionally, vague thoracic pain may be a symp- 
tom; and in the more peripherally located lesions, pain 
may be one of the earliest symptoms. Persistent, unex- 
plained thoracic pain should always suggest pul- 
monary cancer to the examiner. 

Respiratory wheezing in a patient without a history of 
asthma may be due to a neoplasm producing partial 
bronchial obstruction, and this symptom necessitates 
careful investigation. 

The patient may exhibit, at the time of his examina- 
tion, symptoms and signs of atelectasis and secondary 
pneumonitis such as fever, chills, dyspnea and chest 
pain. There is usually an associated cough, which 
initially may be dry, but becomes productive of muco- 
purulent sputum. Hemoptysis may develop and, occa- 
sionally, is present in large amounts. 

When the tumor involves the lower lobe of the left 
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Figure 4a (left). Chest roentgenogram of patient with bronchogenic 
carcinoma in the right main bronchus. The only visible abnormal- 
ity on the film is slight obstructive emphysema on the right. 4b 
(right). Pneumonectomy specimen showing carcinoma in the right 
main bronchus. 


lung, epigastric distress may occur, sometimes accom- 
panied by nausea and vomiting. The physician might 
assume these symptoms to be related to gastrointesti- 
nal disease and fail to detect the pulmonary lesion. 
This reference of signs and symptoms to the epigas- 
trium from intrathoracic disease should be considered 
by the alert examiner. 

Dyspnea appears late in the disease, only after the 
neoplasm has interfered with respiratory function, 
either by bronchial obstruction or by extension to the 
pleura and subsequent pleural effusion. 

Other late signs and symptoms are loss of weight and 
strength, cyanosis, anemia and symptoms due to metasta- 
sis or invasion of contiguous structures. The diagnosis of 
bronchogenic carcinoma is rather simple at this stage 
of the disease, but the neoplasm usually has extended 
beyond the lung and the patient’s prognosis is poor. 

Occasionally, the carcinoma involves the apex of the 
lung, invading the brachial plexus, the cervical sympa- 
thetic nerves and surrounding tissues. This clinical 
entity is known as Pancoast’s syndrome and is charac- 
terized by: (1) pain in the homolateral shoulder and 
arm with some atrophy of the arm and hand muscles, 
(2) Horner’s syndrome on the affected side and (3) in- 
filtration of soft tissues and, occasionally, involvement 
of a rib or the clavicle by the tumor. Pancoast’s syn- 
drome should be readily recognized by the examiner, 
but only palliation can be offered to the patient at this 
late stage of the disease. Our efforts must be directed 
toward detecting the carcinoma early while it is con- 
fined to the lung and is completely resectable. 
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DIAGNOSIS 


The first and one of the most important steps in 
establishing a correct diagnosis of bronchogenic car- 
cinoma is to suspect its presence in a patient exhibiting 
signs and symptoms that could be produced by an 
intrabronchial neoplasm. This is particularly impor- 
tant if the patient is a man, 40 years of age or older, and 
especially if he has been exposed to a chronic bronchial 
irritant such as smoke. 

Roentgenography of the chest is one of the most im- 
portant available means of examination, and usually 
will suggest the possibility of a malignant lesion. Prob- 
ably the earliest indication of bronchogenic carcinoma 
visible by roentgenologic examination is obstructive 
emphysema produced by a partially obstructing neo- 
plasm in the bronchus (Figures 4a and 4b). 

As the tumor enlarges, atelectasis and secondary 
pneumonitis develop. Lateral and oblique films, fluoro- 
scopic examination, and tomography are useful in 
localizing the lesion. Peripheral carcinoma may appear 
either as a single nodular lesion or as a diffuse area of 
increased density (Figures 5a, 5b and 5c). 

At the present, the best screening test of a large por- 
tion of the population for possible bronchogenic car- 
cinoma appears to be the mass chest roentgenographic 
surveys. Approximately one in every ten thousand 
individuals examined has been found to have a silent 
lung cancer. If all of the persons with abnormal chest 


Figure 5a (left). Chest roentgenogram demonstrating unilateral 
pneumonitis extending out from the hilus due to bronchogenic car- 
cinoma, 5b (center). Lateral view of same patient showing atelec- 
tasis produced by the endobronchial carcinoma. Se (right). Pneu- 
monectomy specimen revealing bronchogenic carcinoma originating 


in the left main bronchus. 
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roentgenograms were examined properly, perhaps 
many more bronchogenic carcinomas would be found. 
These early lesions, detected before symptoms de- 
velop, are nearly always resectable, and approximately 
70 per cent have been localized. Patients with these 
small localized tumors have an excellent prognosis. 

The type of bronchogenic carcinoma most fre- 
quently detected in the surveys has been the solitary, 
peripheral, nodular tumor, or “coin lesion.” It should 
be recalled that approximately 50 per cent of solitary, 
noncalcified, nodular, intrapulmonary lesions are 
malignant. Calcification in a nodular lesion suggests an 
inflammatory granuloma, hamartoma or metastatic sar- 
coma, but does not completely exclude the possibility 
of carcinoma. These solitary nodular lesions should be 
excised for microscopic examination (Figures 6a and 
6b). 

Bronchoscopy is the most accurate method of clinical 
diagnosis when the tumor is located in a major bron- 
chus and a biopsy of the lesion can be obtained for 
microscopic examination. When the lesion is not visi- 
ble, cytologic examination of bronchial secretions and 
sputum may establish the presence of a malignant neo- 
plasm. 

Bronchography may be of value when the tumor is in 
an upper lobe bronchus or in the periphery beyond the 
view of the endoscopist (Figures 7a, 7b and 7c). 

Exploratory thoracotomy should be performed when 
it is impossible to make a definite diagnosis of a known 
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or suspected pulmonary neoplasm. It is a relatively 
safe procedure, associated with no more risk than an 
exploratory celiotomy, and should be used whenever 
necessary to make a positive diagnosis. 

Bronchogenic carcinoma often metastasizes to the 
mediastinal nodes and fairly frequently to the anterior 
scalene lymph nodes. Removal of the homolateral ante- 
rior scalene lymph nodes from a patient with a known or 
suspected bronchogenic carcinoma may disclose lymph 
node metastasis beyond the scope of surgical excision 
and prevent an unnecessary thoracotomy. This simple 
procedure can be performed under local anesthesia 
and should be utilized especially for lesions in the 
apices or where mediastinal involvement is suggested 
clinically. A needle aspiration biopsy should never be 
done except, possibly, in an occasional definitely inop- 
erable lesion where microscopic confirmation of the 
diagnosis is desired for planning palliative therapy. 

Confusion in the proper recognition of carcinoma of 
the bronchus may be due to the coexistence of a benign 
pulmonary disease or simulation of a benign pulmonary 
lesion by the malignancy. Carcinoma of the lung may 
closely mimic tuberculosis. Furthermore, the frequency 
of coexistence of these diseases seems to be increasing. 
The detection of carcinoma in the patient with posi- 
tively diagnosed tuberculosis may be quite difficult as 
there are few signs or symptoms to cause the physician 
to suspect the coexisting malignancy. The usual symp- 
toms of carcinoma—cough, hemoptysis, chest pain, 


Figure 7a (left). Chest roentgenogram demonstrating pneumonitis 
in the lower lobe of the right lung. 7b (center). Bronchogram, 
same patient, suggesting obstruction in the superior and medial 
basal segments of the lower lobe of the right lung. 7¢ (right). Pneu- 
monectomy specimen disclosing the bronchogenic carcinoma in the 
lower iobe brenchus of the right lung. 
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Figure 6a (left). Roentgen appearance of bronchogenic carcinoma in 
the form of a solitary nodule or “coin lesion.” 6b (right). Photo- 
graph of moulage, from the resected lung of the same patient as 
Figure 6a, revealing the carcinoma of the bronchus. 


weight loss, dyspnea and anemia—are also common in 
the patient with tuberculosis. Close scrutiny of these 
symptoms, however, may be helpful. The cough in the 
patient with cancer may progressively increase in fre- 
quency and irritation without an increase in sputum. 
Usually, this is not true in tuberculosis. Hemoptysis 
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Figure 8a (left). Chest roentgenogram of patient with coexisting 
tuberculosis and carcinoma of the bronchus. 8b (right). Pneumon- 
ectomy specimen (shown sideways) demonstrating tuberculous pneu- 
monitis and bronchogenic carcinoma in upper lobe of right lung. 


often occurs in each disease, but the consistent absence 
of tubercle bacilli in the sputum should help to exclude 
tuberculosis. If the patient is in the cancer age group 
and, particularly, if tumor cells are visualized in the 
sputum or bronchial secretions, carcinoma is even 
more probable. 

Pain in tuberculosis is due usually to pleural involve- 
ment and differs from the deep, penetrating pain of 


bronchogenic carcinoma, which is slowly progressive 
and unrelated to respiration. Dyspnea, which is not 
consistent with the pulmonary lesion as viewed on the 
chest roentgenogram, or with the cardiac status of the 
patient, often may be indicative of a malignant process. 
Progressive weight loss and anemia, developing during 
proper therapy for tuberculosis, should alert the 
examiners to the possibility of carcinoma of the 
bronchus. 

Roentgenograms often are not diagnostic. Tuber- 
culous infiltration and atelectasis secondary to bron- 
chial carcinoma may be indistinguishable. A round 
lesion of the adult type of post-primary tuberculosis 
can closely resemble an early peripheral neoplasm, 
and a cavitating carcinoma may simulate a tuberculous 
cavity. If the carcinoma of the bronchus can be visual- 
ized by bronchoscopy, a diagnosis generally can be 
established by microscopic examination of biopsy 
specimens. When the lesion is not visible, cytologic 
studies of sputum and bronchial secretions may be 
helpful. If there is uncertainty of diagnosis or sugges- 
tive evidence of the presence of malignancy, explora- 


tory thoracotomy is indicated (Figures 8a and 8b). 


The diagnosis of unresolved or “virus” pneumonia 
is probably the most common cause of delay in detect- 
ing bronchogenic carcinoma. Partial or complete re- 
gression of the secondary pneumonitis may occur dur- 
ing antibiotic therapy, and the primary bronchogenic 
carcinoma be overlooked. One must not become satis- 
fied with a diagnosis of unresolved pneumonitis until 
every effort has been made to exclude carcinoma, and 


Figure 9a (left). Chest roentgenogram of patient with broncho- 
genic carcinoma simulating virus pneumonia. 9b (center). Lateral 
film of same patient as Figure 9a. 9¢ (right). Pneumonectomy 
Specimen revealing carcinoma of the bronchus. 
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the patient has completely recovered from his illness 
without recurrence (Figures 9a, 9b dnd 9c). 

An early partially obstructing carcinoma may pro- 
duce a wheeze, which unfortunately, often is thought 
to be a manifestation of asthma. The unilateral distri- 
bution of the wheeze should help to differentiate the 
two conditions. Certainly, bronchoscopy should be 
performed to help exclude the possibility of an intra- 
bronchial neoplasm. If the lesion is not visible endo- 
scopically, laminograms and bronchograms may reveal 
the location of the tumor. 

Fungus disease of the lung is being recognized with 
increasing frequency and may coexist with carcinoma. 
The presence of fungus infection does not eliminate 
the possibility of bronchogenic carcinoma. If car- 
cinoma is suggested clinically, every effort must be 
made to exclude it. Exploratory thoracotomy should 
be used whenever necessary (Figures 10a and 10b). 

Bronchogenic carcinoma may be rounded, circum- 
scribed, and quite suggestive of a benign pulmonary 
neoplasm. Careful clinical investigation often will 
reveal the identity of the lesion; however, thoracotomy 
may be necessary before an exact diagnosis can be 
made of a circumscribed lesion in the periphery of the 
lung. If the patient is a suitable risk, any unilateral 
intrapulmonary neoplasm should be excised for relief 
of associated symptoms and to exclude the possibility 
of a malignant tumor. When the lesion is benign, a 
minimum of lung tissue is sacrificed; and when a car- 
cinoma is present, proper therapy can be instituted 
without further delay (Figures Ila, 11b, and IIc). 


Figure 10a (left). Roentgen appearance of pneumonitis in lower lobe 
of left lung in a patient whose sputum contained Coccidioides im- 
mitis. 0b (right). Resected lung revealing coexisting coccidioidal 
pneumonitis and carcinoma of the bronchus. 


Bronchiectasis may be associated with partially or 
completely obstructing carcinoma. In some patients, 
the signs and symptoms of the bronchiectasis may pre- 
dominate and the neoplasm be unrecognized. Thor- 
ough clinical investigation usually will disclose the 
carcinoma. If the possibility of carcinoma cannot be 
excluded, thoracotomy should be performed (Figures 
12a, 12b and 12c). 


Figure 11a (left). Roentgenogram illustrating a primary pulmon- 
ary sarcoma simulating a benign tumor. 1b (center). Lateral 
view of the same patient. We (right). Pneumonectomy specimen 
demonstrating the large sarcoma of the lung. 
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Figure 12a (left). Lipiodol injected into bronchopleural-cutaneous 
fistula demonstrating cystic bronchiectasis. 12b (center). Lateral 
view of same patient as Figure 12a. The carcinoma is in the proxi- 
mal portion of the right lower lobe bronchus. 12¢ (right). Resected 
lung revealing bronchogenic carcinoma associated with bronchiec- 


tasis and a bronchopleural fistula. 


Necrosis and infection may occur in a bronchogenic 
carcinoma, producing an infected cavitary lesion re- 
sembling a benign lung abscess. The wall of a necros- 
ing tumor may appear thick and irregular, and may 
protrude into the lumen of the cavity. Roentgen differ- 
entiation, however, may be quite difficult and uncer- 
tain. When the diagnosis is obscure after complete 


Figure 13a (left). Chest roentgenogram showing a thick walled, 


irregular, cavitary lesion in the left lung suggesting a chronic lung 


abscess. 13b (center). Pneumonectomy specimen disclosing the bron- 
chogenic carcinoma with necrosis and secondary cavitation. 
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investigation, resection of the pulmonary tissue con- 
taining the lesion should be elected. Such a thick- 
walled cavitary lesion would require resection even if 
benign. If carcinoma is found to be present, a radical 
pneumonectomy should be performed (Figures 13a and 
136). 


Bronchogenic carcinoma near the mediastinum may 


Figure 14 (right). Chest roentgenogram of patient with broncho- 


genic carcinoma which simulates a mediastinal tumor. 
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be mistaken for a mediastinal tumor. Unless the nature 
of the neoplasm can be determined clinically or by 
examination of an excised involved lymph node, ex- 
ploratory thoracotomy should be performed to estab- 
lish the diagnosis and institute proper therapy (Fig- 
ure 14). 

Arthralgia may be the predominant symptom of a 
patient with carcinoma of the lung and cause an 
erroneous diagnosis of arthritis. Clubbing of the digits 
and painful swelling of the joints, known as pulmonary 
osteoarthropathy, generally is associated with chronic 
pulmonary diseases but may be the presenting symp- 
tom in the patient with a slowly growing carcinoma. 
The alert examiner should remember this occasional 
association of lung cancer and arthralgia. 

Finally, it is well to recall that a small, nonobstruct- 
ing carcinoma of the bronchus may not show any visi- 
ble abnormality on the roentgenogram. Until the lesion 
is large enough to produce some degree of bronchial 
obstruction, evidence of the presence of the tumor may 
not be visible roentgenographically. One must not 
assume that a normal-appearing chest roentgenogram 
excludes the possibility of bronchogenic carcinoma. If 
the patient’s history or the clinical examination sug- 
gests an intrabronchial lesion, further careful investi- 
gation must exclude this possibility (Figures 15a and 
15b). 

Radical pneumonectomy with thorough mediastinal 
lymph node excision is the preferred treatment for the 
patient with bronchogenic carcinoma. When the pa- 
tient is not a suitable risk for pneumonectomy, or when 
palliation alone is sought, lobectomy may be per- 
formed. 


Other Malignant Tumors 


ADENOCARCINOMA, GRADE I 


Considerable difference of opinion exists regarding 
the status of so-called adenoma of the bronchus. Some 
refer to it as a benign lesion which may vary in its clin- 
ical course from a very localized tumor to one with 
disseminated metastasis. Growth of the tumor is appar- 
ently slow; however, since numerous authentic inci- 
dents of distant metastasis have been reported, it 
seems proper that this lesion should be considered as a 
malignant neoplasm. 

Adenocarcinoma, grade I, differs in many respects 
from the ordinary type of carcinoma of the lung. 
Bronchogenic carcinoma occurs predominantly in 
men, in the older age groups, and is associated with a 
relatively poor prognosis. Adenocarcinoma of the 
bronchus, grade I, occurs more often in women, in pa- 
tients with an average age of 40 years, and is associated 
with a much better prognosis. Symptoms naturally 
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resemble those produced by bronchogenic carcinoma 
and usually the differentiation must be made by bron- 
choscopy and biopsy. 

Adenocarcinoma, grade I, is a relatively uncommon 
neoplasm, accounting for around 5 per cent of tumors 
of the bronchi. Usually it is located in a major bronchus 
and is visible at bronchoscopy. The size of the lesion 
may vary from a small polypoid mass to a large tumor 
extending through the wall of the bronchus and filling 
a lobe of the lung. 

Removal of the adenocarcinoma at the time of 
bronchoscopy has been advocated; but in most pa- 
tients, lobectomy seems preferable for several reasons: 
(1) Definite metastases have been reported, confirming 
the impression that this is a malignant tumor. (2) The 
neoplasm frequently extends outside the bronchus, 
and complete removal through the bronchoscope may 
be difficult. (3) If the tumor has produced consider- 
able bronchial obstruction, rather extensive suppura- 
tive disease may be present in the lobe distal to the 
obstruction (Figures 16a, 16b and 16c). 


ALVEOLAR-CELL CARCINOMA 


Alveolar cell or bronchiolar carcinoma often is mul- 
ticentric, forming several lesions in one or both lungs. 
Occasionally, however, it may be limited to a single 
lobe. There remains some controversy regarding the 
etiology of this tumor, but evidence seems to indicate 
it arises from terminal bronchiolar epithelium with 
secondary involvement of the alveoli. 

Since the lesion does not involve a major bronchus, 


Figure 15a (left). Normal appearing chest roentgenogram of a 
patient with carcinoma of the bronchus. 15b (right). Pneumonec- 
tomy specimen from the patient, Figure 15a, demonstrating the 
malignant lesion in the left main bronchus. 
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Figure 16a (left). Chest roentgenogram revealing a solid nodular 
lesion in the right lung which proved to be adenocarcinoma, grade I. 
16b (center). Laminogram showing the outline of the neoplasm. 
16¢ (right). Lobectomy specimen of patient in Figures 16a and 16b. 
Arrow points to the adenocarcinoma, grade I. 


Figure 17a (left). Chest roentgenogram of patient with multicentric 
alveolar cell carcinoma of the left lung. 17 (right). Resected lung 
from the same patient as Figure 17a revealing two sites of alveolar 
cell carcinoma. 


Figure 18a (left). Roentgenogram disclosing a solitary pulmo- 
nary metastasis from a synovial sarcoma of the hand. 18b (right). 
Resected solitary metastasis from same patient as Figure 18a. 


ovens 


it is not visible endoscopically, but often may be diag- 
nosed by recognition of malignant tumor cells in the 
bronchial aspirations or sputum. Roentgenograph- 
ically, the tumor may appear as multiple areas of in- 
creased density in one or both lungs or as an area of 
pneumonitis confined to a lobe or lung. 

Since this tumor frequently is multicentric, lobec- 
tomy is usually preferable to pneumonectomy. The 
most difficult differentiation may be to exclude meta- 
static carcinoma (Figures 17a and 176). 


SARCOMA 


Primary sarcoma of the lung rarely occurs and con- 
sists of fibrosarcoma, carcinosarcoma and lymphosar- 
coma. Fibrosarcoma and carcinosarcoma may be poly- 
poid and grow rather slowly. Radical pneumonectomy, 
performed while the lesion is still confined to the lung, 
may produce good results. Primary lymphosarcoma of 
the lung may be rather localized or may diffusely in- 
volve an entire lung. Pneumonectomy is the proper 
treatment for the operable lesion. Roentgen therapy or 
nitrogen mustard are useful as palliative measures 
(Figures Ila, 11b and 11c). 


METASTATIC TUMORS 


Malignant metastatic tumors of many types may 
involve the lung. The most common sites of primary 
malignant lesions with secondary pulmonary involve- 
ment are the thyroid, breast, stomach, kidney, colon, 
ovary and testis. Primary fibrosarcoma and osteogenic 
sarcoma may metastasize to the lung. 

When the metastatic lesions are bilateral or diffusely 
spread throughout more than one lobe, surgery is 
practically never indicated. When there is no evidence 
of local recurrence of the primary malignant tumor, 
the pulmonary lesion is solitary, there is no other 
evidence of metastasis, and the patient is a reasonable 
risk, resection of the lesion is indicated. When these 
criteria for excision of solitary metastases are used, a 
good result often is obtained (Figures 18a and 18b). 
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Mesothelioma 


Mesothelioma of the pleura may be of two very dif- 
ferent types—the diffuse malignant and the benign 
fibrous varieties. Differentiation of the two types is im- 
portant because of the great difference in prognosis. 
The diffuse malignant form is very anaplastic and sel- 
dom curable by any form of therapy. Early wide exci- 
sion of the localized lesion and irradiation therapy for 
the extensive lesions are the preferable forms of ther- 
apy (Figures 19a, 19b and 19c). 

The benign fibrous mesothelioma is slow growing 
and, occasionally, becomes quite large. The patient 
with this tumor may be asymptomatic or may consult 
his physician because of arthritis. This associated 
arthritis is interesting since it may disappear com- 
pletely following removal of the mesothelioma. Grossly, 
the tumor is a firm, grayish, single, or multinodular 
mass. Microscopically, there is a tangled network of 
fibrous tissue with variable degrees of cellularity. The 


Figure 19a (left). Chest roentgenogram disclosing a well-defined 
neoplasm arising from the parietal pleura. 19b (center). Lateral 
view of same patient showing the tumor located posteriorly. 19¢ 
(right). Appearance of diffuse mesothelioma at thoracotomy. 


tumor should be completely excised since the post- 
operative prognosis is excellent (Figures 20a, 20b and 
20c). 


A lnbliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Figures 8a, 8b, 9a, 9b, 9c, 10a, 10b, lla, 1lb, Llc, 12a, 12c, 13a, 13b, 14, courtesy of 
Brindley, G. V., Jr.: Bronchogenic Carcinoma Simulating Benign Pulmonary Disease, 
Ann. Surg. 137: 616-627 (May) 1953. 

Figures 8, 9, 10, 11, 12, 13, 14, 15, 16 courtesy of Brindley, G. V., Jr.: Bronchogenic 
Carcinoma Simulating Benign Pulmonary Diseases (Scientific Exhibit), A.M.A. Arch. 
Surg. 69: 740-745 (Nov.) 1954. 


Figure 20a (left). Roentgen appearance of localized fibrous meso- 
thelioma of the pleura. 20b (center). Lateral view of same patient 
as Figure 20a revealing the tumor involving the posterior parietal 
pleura. 20¢ (right). Resected localized fibrous mesothelioma of the 
pleura. 
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Sarcoidosis 


BY ROBERT J. GILSTON, M.D. 


HAND SIGNS 


Figure 1. Osseous lesions: Latticelike trabeculations progress to Figure 2. Gross deformities with dystrophic nails. Advanced changes 
punched-out, nonreactive areas of destruction. Note terminal tuft- are often asymptomatic. 
ing. 


Migratory polyarthritis, clinically indistinguishable from rheumatic fever or rheumatoid arthritis, has been observed. 


OTHER FEATURES 


Figure 3. (left). Hilar adenopathy occurs early, often progresses to Figure 5. (second from right). Sarcoid plaques resembling discoid 
miliary lesions, patchy infiltrates, fibrosis and emphysema. Symp- lupus. The parotids are enlarged. 

toms may be mild. Figure 6. (right). Lacrimal hyperplasia and episcleritis. 

Figure 4. (second from left). Red-to-purple papules, nodules or 

plaques occur on extensor surfaces, eyelids, nose and face. Peripheral 

telangiectasia is also seen. 


The tuberculin test is usually negative. Transient facial palsy, hypersplenism, renal calculi, cor pulmonale and myocarditis occur. 
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Most of the painful afflictions of the hand and arm 
are readily handled without ever hospitalizng the patients. 
A Local injections of hydrocortisone have made 


considerable improvement in the speed of recovery 
from various disorders. Still, simple physical measures 
(heat, massage, exercises) also play an important part. 


Office Care of Chronic Pain in the Arm and Hand 


BY LEWIS COZEN, M.D. 


Los Angeles 


Most PATIENTS with continued pain in the arm and 
hand come for treatment at the physician’s office— 
usually the office of the general practitioner. It is rare 
that they become hospital patients. The study of such 
patients can be undertaken preferably as a portion of 


office orthopedics. 


Ganglion 


These tumors occur most frequently on the dorsum 
of the wrist. Do not be misled because of an unusual 
location, however. I have seen ganglia on all sides of 
the wrist—volar, radial and ulnar as well as in the 
usual dorsal site. 

The mass varies in size from 2 or 3 centimeters to 
one that is so small as to be hardly discernible. It is 
usually slightly tender to pressure, but the degree of 
pain varies considerably. Some patients with ganglia 
complain bitterly of pain, especially after use. Others 
say they have no pain. Remember that a ganglion may 
on rare occasions press upon one of the large nerves 
of the hand (median or ulnar) and then cause typical 
motor and sensory disturbances of that nerve. 

The cause of ganglia is in doubt. They contain 
thick gelatinous fluid and are lined with a thick, fibrous 
wall. Presumably they originate from the capsule of a 
joint or from the outer layers of a tendon sheath. The 
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dorsal surface of the wrist joint is pressed upon rather 
forcibly by the extensor tendons. Possibly such pres- 
sure is an important factor in ganglion formation. 

Treatment of ganglion is indicated only when pain 
is present. A ganglion will often disappear spontane- 
ously with time, so that treatment is hardly necessary 
for the painless ones. Of course, one must be sure he 
has ruled out other diseases or tumors, at least by 
x-ray studies, before reassuring the patient that all he 
has is a ganglion. 

I have tried aspirating ganglia—as a method of 
treatment—and since the procedure is so innocuous, I 
am satisfied with the results. After cleansing the skin 
over the ganglion by repeated spongings of alcohol, the 
skin is anesthetized with 1 per cent or 2 per cent pro- 
caine, a fine needle (No. 26) being used to minimize 
the pain. Now a large-bore needle (No. 15 to No. 18) 
is inserted into the mass, and aspiration is attempted. 
Usually 1 or 2 cc. of thick gelatinous fluid will be 
obtainable. Now the point of the needle should be 
moved around in an attempt to scarify the interior of 
the ganglion. I have never injected any sclerosing 
solution because of the theoretical danger involved. 

After finishing the aspiration, I have injected 1 cc. 
of hydrocortisone into the ganglion. Although in a 
few cases the results have been promising, it is too 
soon to evaluate this method of treatment. 
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Figure 1. Finkelstein’s test for tenosynovitis at the radial styloid proc- 
ess—The thumb is clenched into the hand and then the hand is 
pressed into ulnar deviation. Pain is experienced when the test is 
positive for the disease. 


Figure 2. A splint that is useful in the treatment of tenosynovitis at 
the radial styloid (DeQuervain’s disease). Such a splint is also use- 
ful for painful osteoarthritis of the first metacarpal-carpal joint. 


Should the ganglion recur after treatment, the pro- 
cedure may be repeated. Often the recurrent ganglion 
will not be so painful as the first one was. Surgical 
excision of a ganglion is not an office procedure. It 
should be done in the hospital. After several recur- 
rences following aspirations if the surgeon decides on 
excision of the ganglion, he must warn his patient of 
the possibility of recurrence even then. 


Heberden’s Nodes 


The most frequent form of arthritis to be found in 
the hand is hypertrophic arthritis. The terminal inter- 
phalangeal joint of any or all the fingers, except the 
thumb, is usually involved, and the enlargement is then 
called Heberden’s nodes. The age of the patient (past 
60) and the site of involvement (terminal joint) make 
the diagnosis evident. 

Rheumatoid arthritis is more likely to involve the 
proximal joints. Gouty arthritis is more painful, is ac- 
companied by soft tissue swelling, and the patient 
usually recalls involvement of the great toe joint at 
some time in the past. Tophi in the ears will also 
aid the diagnosis. Scrapings from a suspected tophus 
should be made if the physician is not sure. 

Treatment. Heberden’s nodes can be painful. There 
is a good remedy in the form of hydrocortisone injec- 
tion into the joint. With a fine (No. 26) needle, a 
procaine wheal is raised over the dorsolateral aspect of 
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The splint may be cut from sheet aluminum and padded with felt 
or a moulded plaster of paris splint may be made. The splint-can be 
removed daily for bathing purposes. Injection of 0.5 cc of hydro- 
cortisone locally into the tendon sheath at the radial styloid for teno- 
synovitis or into the first metacarpal-carpal joint for osteoarthritis 
of that joint has obviated the use of that splint except in refractory 
cases. (From Orrick OrTHOPEDICS, 2nd edition, L. Cozen—Lea & 
Febiger, Phila.) 


the involved joint. About 0.5 cc. of hydrocortisone is 
injected directly into the interphalangeal joint through 
the same fine needle. Relief from such an injection 
may last several months. Formerly paraffin baths, mas- 
sage and heat, temporary splinting for periods up to 
two weeks were employed. Hydrocortisone injections 
seem to have supplanted those methods. 

Small mucous cysts occasionally arise on the dorsal 
surface of the terminal interphalangeal joint. These 
small soft nodules can easily be confused with Heber- 
den’s nodes. They are, however, confined to only one 
small area of the finger tip and are mucous cutaneous 
cysts. They should be excised if they are painful. After 
excision of the cyst and skin, a small skin graft is 
applied. This is a hospital procedure. 


Stenosing Tenosynovitis 


This affection occurs either on the radial side of the 
wrist or on the flexor side of the finger in the region 
of the metacarpophalangeal joint. In the former case, 
tendons of the abductor pollicis longus and extensor 
pollicis brevis are constricted by their sheaths. In the 
latter flexor tendons of the finger are constricted. 

The affection of the abductor and extensor tendons 
of the thumb is known as de Quervain’s disease. Usu- 
ally the patient is a woman, and often excess activity 
of the involved hand has been present. Activity such 
as wringing out diapers may bring on an attack. 
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Figure 3. An aluminum splint padded with felt for “trigger finger.” 
Plaster of paris may be used instead of the metal, although the 
plaster is not as sturdy. Injection of hydrocortisone, 0.5 cc., into the 
flexor tendon sheath at the metacarpal head is usually effective and 
should be tried before resorting to the more cumbersome treatment 
illustrated here. (From Orrice OrtHorenics, 2nd edition, L. Cozen 
—Lea & Febiger, Phila.) 


The diagnosis of de Quervain’s disease is very easy 
in most cases. Motion of the wrist joint is unrestricted 
and not painful except for ulnar deviation. When the 
thumb is forcibly clenched in the palm of the hand 
and ulnar deviation of the wrist is then attempted, the 
pain will be quite severe. This test is called Finkel- 
stein’s sign (Figure 1). X-ray examination will be neg- 
ative. 

Treatment should consist of injection of hydrocor- 
tisone, 0.5 cc., into the tendon sheath. The injection 
is easily made since it appears that if the solution is 
deposited anywhere close to the sheath, it will be effec- 
tive. A procaine wheal is raised directly over the radial 
styloid process. The hydrocortisone is injected, using 
a 26-gauge needle, through this wheal. 

Stenosing tenosynovitis of the flexor tendons of the 
finger can cause some difficulty in diagnosis at times. 
The pain may be described as being in the interpha- 
langeal joint rather than the metacarpophalangeal 
joint, where the constriction is really present. The pa- 
tient will relate that the involved finger has been chron- 
ically painful, that there was no severe injury involved. 
Here also, as in other forms of chronic tenosynovitis, 
excess activity (such as in embroidering) is found to 
bring on the trouble. 

On examination, one will find tenderness on the 
flexor surface of the finger over the metacarpal head. 
If a click or trigger effect is present as the finger is 
flexed and extended, the diagnosis becomes quite ob- 
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Figure 4. Test for epicondylitis—Forced extension of the wrist against 
resistance causes pain in the elbow when epicondylitis is present. 


vious. It is the tenderness rather than the clicking on 
motion that is uniformly present. X-ray films disclose 
no abnormality. 

Treatment for stenosing tenosynovitis of the flexor 
tendons is similar to that for de Quervain’s disease, 
namely, local injection of hydrocortisone, 0.5 cc. The 
procaine wheal is raised over the flexor surface of the 
metacarpal head. With a 22-gauge needle, the flexor 
tendon sheath is punctured directly in the midline, 
and 0.5 cc. of hydrocortisone is injected into the ten- 
don sheath which lies about 0.5 cm. under the skin. 
Here again it is necessary to make the injection in the 
vicinity of the sheath to be effective. 

The patient should be asked to limit the use of her 
hand as much as she can while she is being treated. 
Formerly one would apply splints for two or three 
weeks’ time to immobilize the involved finger or thumb, 
but this may be unnecessary when hydrocortisone is 
used (Figures 2 and 3). 

If symptoms persist and are disabling despite hydro- 
cortisone therapy locally, surgical incision (in the hos- 
pital) of the tendon sheath is indicated. 


Epicondylitis 


Vague but severe chronic pain in the elbow may be 
caused by epicondylitis of the elbow joint. Synonyms 
are radiohumeral bursitis and “tennis elbow.” The 
patient will complain of a dull throbbing ache on the 
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Figure 5. Forced pressure of the padded shoulder against a door jamb 
—a resistance type of exercise to increase shoulder girdle muscula- 
ture. 


lateral side of the elbow or over the proximal part of 
the dorsal aspect of the forearm. 

There is no limitation of elbow motion in any direc- 
tion, nor is there any pain on these motions, but there 
is point tenderness on the lateral epicondyle of the 
humerus. A useful confirmatory test is the presence of 
pain on forced dorsiflexion of the clenched fist (Figure 
4). The origin of the extensor tendons on the epicon- 
dyle is placed on severe tension with this maneuver, 
and the patient should complain of severe pain. X-ray 
films of the elbow usually reveal no abnormality, but 
on rare occasions they do show slight calcification in 
soft tissue adjacent to the lateral epicondyle. 

Treatment should consist of admonition to rest the 
involved hand as much as possible. Manual labor should 
be stopped for a two-week period. Hydrocortisone, 
0.5 cc., should be injected into the soft tissues adjacent 
to the lateral epicondyle. When the patient returns in 
about two days, the elbow should be manipulated by 
stretching the extensor aponeurosis forcibly. In this 
maneuver, the wrist is kept flexed and the elbow ex- 
tended and pronated. Now the elbow is quickly ad- 
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ducted (the lateral aspect of the joint opened up) 
while one thumb makes great pressure over the lateral 
epicondyle. This maneuver is repeated two or three 
times. A cockup wrist splint to rest the extensor ten- 
dons is optional. 

This affection varies a great deal in duration. It may 
remain painful for many months, even with treatment, 
or it may subside within two or three weeks, under 
hydrocortisone and manipulative treatments. Surgical 
release of the extensor aponeurosis from the lateral 
epicondyle has been advocated. It is rarely indicated 
since relief of pain following surgery is not assured. 


Osteoarthritis, First Carpometacarpal Joint 


This is one condition that is not diagnosed so fre- 
quently as it should be. It may be confused easily 
with de Quervain’s disease, since the location of the 
two affections is somewhat similar. 

Examination will disclose pain on motion in all 
directions of the first carpometacarpal joint. Finkel- 
stein’s sign will be negative. In other words, ulnar 
deviation of the wrist itself will not hurt. X-ray films 
may disclose eburnation and narrowing of the joint 
space of the first carpometacarpal joint. At times x-ray 
changes are minimal. 

Treatment. This affection responds readily to hydro- 
cortisone injections. About 0.5 cc. is injected into the 
joint, the dorsolateral border of the joint being used 
for the procedure. The injection is repeated once or 
twice weekly for four weeks. 

Numbness, tingling and pain of the fingers may be 
associated complaints. If the complaints are referred 
to the thumb and first two fingers, one should consider 
the possibility of compression of the median nerve in 
the carpal tunnel. This will be discussed later. 

A metal splint padded with felt will help in severe 
cases. Such a splint can be removed for washing pur- 
poses. The splint is easily cut from a sheet of alumi- 
num, and adhesive felt is applied to its surface. The 
splint should be about 1 inch wide and 6 inches long, 
reaching from the interphalangeal joint to the lower 
third of the forearm on the dorsum. 

A plaster of paris splint of the same length can be 
substituted for the metal if aluminum is not available. 
The ubiquitous tongue depressors, taped together 
lengthwise and side to side, also make a satisfactory 
splint. Padding can be provided by absorbent cotton. 


Vascular Diseases 


Thromboangiitis obliterans is usually easy to dis- 
tinguish from other causes of pain. The patient—a 
young or middle-aged man who smokes a great deal— 
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usually has involvement of his legs first. First sign of 
the disease in the hand is pain. The pain is severe. 
The examiner will note coldness of the finger tips, 
merging into actual necrosis in the later stages. There 
may be diminution or absence of the pulses at the wrists. 

Raynaud's phenomenon or disease occurs more often 
in women. The fingers become white and then red sec- 
ondarily, but the color changes are intermittent until 
actual necrosis supervenes. 

Erythromelalgia causes a burning pain in the palms 
of the hands and the soles of the feet. Heat aggravates 
the pain, and cold relieves it. Women are much more 
susceptible to the disease than men. 

Pneumatic hammer disease is a rather rare entity 
in which pain is experienced in the affected hand, the 
pain being caused apparently by vasospasm. Pallor, 
alternating with erythema, accompanies the pain. The 
only treatment which is really effective consists of 
change of occupation. 


Neurovascular Syndromes 


In addition to the pure vascular diseases, there are 
neurovascular syndromes that are possible sources of 
pain in the arm. 

Cervical Rib Syndrome. The pain is variable, from 
very severe constant pain to mild intermittent pain in 
the arm and hand. The pain may radiate to the occiput 
occasionally. The pain is often worse at night, is uni- 
lateral, and the patient most often is a woman. Pares- 
thesias and numbness usually accompany the pain. 
There may be compression of the subclavian artery, as 
evidenced by diminished or absent pulses in the arm. 
Of course x-ray films of the cervical spine will disclose 
the diagnosis. It is evident that cervical ribs, as seen 
on an x-ray film, may be completely nonsymptomatic, 
and the painful arm may be caused by some other dis- 
ease. Don’t treat x-ray films. 

Scalenus Anticus Syndrome. A tight scalenus anticus 
muscle will give exactly the same clinical picture as 
the cervical rib syndrome. To tell if the muscle is 
pathologically tight, have the seated patient turn his 
head to the side being tested. Feel the radial pulse as 
the patient takes a deep breath with his head turned 
as above. Marked diminution or obliteration of the 
pulse during this maneuver is significant of the scalenus 
anticus syndrome. 

The hyperabduction syndrome is characterized by pain 
in the arm when the patient abducts his arm over his 
head during sleep or work. The pain of the costoclavicu- 
lar syndrome comes on when the patient throws his 
shoulder backward, thus increasing pressure on the 
brachial plexus and the axillary artery by tightening 
the pectoralis major muscle. Diminution of the radial 
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pulse in the position suspected to be responsible is the 
diagnostic test. If during the maneuver the patient 
volunteers the fact that his pain is reproduced, the 
physician has added proof of his diagnosis. 

There is a condition called brachialgia paresthetica, 
seen in middle-aged women. These women have the 
vague type of neurovascular pain found in the other 
neurovascular disturbances. Pain is most frequent 
during the night when the shoulder girdle muscles 
relax, and there is then more pressure on the axillary 
neurovascular structures. 

Treatment of all these neurovascular disturbances is 
primarily conservative. Proper rest and nutrition will 
prevent undue lack of tone of the shoulder girdle 
musculature, thereby preventing excessive tension of 
one structure such as the scalenus anticus muscle. 
Postural exercises, in an effort to keep the shoulder 
high and the neck in a neutral and not in a hyperex- 
tended position, will also help. Resistance exercises as 
illustrated will also help prevent undue drag on the 
brachial plexus (Figure 5). 

Rarely surgical excision of a cervical rib becomes 
necessary when conservative treatment fails or when 
there is impending gangrene of the fingers. 


Median Nerve Compression in the Carpal Tunnel 


Of the neurologic diseases that may cause pain in 
the hand, a recently described one is median nerve 
neuritis as a result of compression in the carpal canal. 
This entity is more frequent in women, especially 
women who are manual workers. It is rather difficult 
to diagnose at times. The pain is located in the thumb, 
and first two fingers. Tapping on the volar carpal liga- 
ment may cause radiation of pain and tingling in the 
thumb and radial two fingers of the hand. Gilette has 
found that inflation of a blood pressure cuff on the 
affected arm readily causes hypesthesia of the index 
and long fingers. 

Treatment. Cessation of activity and a wrist splint 
for the palm of the hand to the elbow should be tried. 
If symptoms persist despite such treatment for a period 
of three or four weeks, surgical division of volar carpal 
ligament should be done. This relatively easy opera- 
tion should be done in the hospital. 


Radiculitis 


Pressure on one of the lower cervical nerve roots 
by an arthritic spur is a frequent cause of pain in the 
arm. The patient is a middle-aged or elderly person 
who may have had an injury of some type, such as 
whiplash neck accident from an automobile collision. 
Trauma is not, however, a necessary precursor of the 
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Figure 6. A neck halter is a useful piece of apparatus. It may be used 
in the office or in the home. A pulley is screwed into the ceiling of a 
doorway. One end of the rope is tied to the halter, the other end to 
weights of 5 to 25 pounds. Usually 10 pounds for periods of 20 min- 
utes is adequate. Neck traction is helpful often in relieving the pain 
of radiculitis of the cervical spine. In many chronic shoulder disa- 
bilities, such as adhesive capsulitis (frozen shoulder), neck traction 
may be of some aid on an empirical basis. (From OrricE OrTHO- 
PEDICS, 2nd edition, L. Cozen, Lea ¢> Febiger, Phila.) 


Figure 7. A collar made of felt covered with stochinette can give relief 
from a number of minor affections of the neck such as sprains, 
hypertrophic arthritis and myositis. A small bath towel wound 
around the neck can be satisfactory at times. The Lewin collar 
(Camp) ts a soft collar that is ready-made and is not too expensive. 
(From Orrice OrtTHopEDICS, 2nd edition, L. Cozen, Lea & Febiger. 
Phila.) 
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Figure 8. A removable reinforced felt collar for painful cervical syn- 
dromes. Where more immobilization is required, as in a severe whip- 
lash injury, a more rigid type of removable brace is indicated. (From 
Orrice Ortuorepics, 2nd edition, L. Cozen, Lea e Febiger, 
Phila.) 


condition. There is usually neck pain as well as arm 
pain, and the vagueness of distribution as well as the 
age of the patient makes the diagnosis largely one of 
exclusion. Other causes for arm pain are excluded, 
and radiculitis is the remaining diagnosis. X-ray films 
of the cervical spine usually reveal a large amount of 
spur formation. 

Treatment. Head halter traction is the most frequent 
type of treatment and probably the most effective 
(Figure 6). The traction may be applied in the patient’s 
home either with the patient sitting or reclining. A 
simple pulley arrangement for a doorway in the home 
can be obtained from most surgical supply dealers. If 
the pain is severe, provision should be made for trac- 
tion in bed, the pulley being attached to the end of the 
bed. Usually it is necessary to reverse the bed, placing 
the foot of the bed at the head of the patient. 

Traction of 5 to 10 pounds, for as much of the 
time as the patient can tolerate, is usually used. Since 
the traction treatment is purely empirical, the patient 
who has more pain after traction is told to stop treat- 
ment. 
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Figure 9. Resistance type of exercise to increase the strength of the 
neck extensors. A towel is held with both hands behind the neck. 
Pressure is made with the neck against the towel without bending the 
neck backwards. For painful cervical arthritis strengthening the 
cervical musculature provides internal splints for the neck and helps 
prevent recurrence of symptoms. (From Orrice OrtHopepics, 2nd 
edition, L. Cozen—Lea ¢> Febiger, Phila.) 


Hot wet compresses applied to the neck for half- 
hour or hour periods are also helpful in relieving pain. 
Such packs are easily kept hot by means of a simple 
heating lamp. 

During the night, the patient should be told to bank 
two or three pillows around his head and neck so that 
the pillows are as a splint. He sleeps on one pillow and 
has one on each side to immobilize the neck partially. 
During the day when he is not receiving traction or hot 
packs, he may find relief by wearing a collar of one 
type or other. 

Most people prefer a collar of felt that is covered 
with stockinette. Such a collar is soft, removable, and 
inexpensive (Figure 7). 

Cardboard covered with sheet wadding or absorbent 
cotton and then covered with another layer of bandage 
material is another type of collar that is easily avail- 
able. The old Schanz collar made of alternate layers of 
absorbent cotton and muslin or other bandage material 
has the disadvantage of not being removable. A cervical 
brace is comfortable but rather expensive (Figure 8). 
It is used where immobilization is required for pro- 
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Figure 10. Resistance type of exercises for increasing the strength of 
the neck flexors. The chin is pushed hard into the cupped hand. (From 
Orrice Ortruorepics, 2nd edition, L. Cozen—Lea & Febiger, 
Phila.) 


longed periods of time. Exercises are sometimes help- 
ful (Figure 9 and 10). Drugs are valuable in relieving 
the pain of radiculitis. I have not found salicylates to 
be of much value. 

Mephenesin (Tolserol) in 1 gram doses every six hours 
may be helpful. Diphenhydramine hydrochloride 
(Benadryl, in doses of 50 mg. four times daily, often is 
quite effective as a muscle relaxant. It may be necessary 
to prescribe stronger analgesics, such as codeine or 
other opiates, for short periods. 


Ruptured Intervertebral Disc 


A ruptured cervical intervertebral disc is a rather 
frequent cause for pain in the arm. Trauma to the neck 
is a frequent factor in the onset. The signs and symp- 
toms are similar in many respects to those of radiculitis 
from arthritis of the cervical spine. Rupture of the 
intervertebral disc occurs usually in a younger age 
group, although it may be seen at any age. The pain 
is unilateral, it is usually aggravated by coughing or 
sneezing. Since the sixth cervical nerve is the one most 
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Figure 11. For calcified tendinitis, forcible percussion over the shoul- 
der can be tried in suitable cases. The shoulder should be packed 
with ice packs or ice bags for 15 or 20 minutes to diminish the pain 
of the forcible percussion. The calcified debris in the tendon can be 
broken up by this procedure but it cannot be used on timid patients. 
(From Orrice Ortuopepics, 2nd edition, L. Cozen—Lea & Feb- 
iger, Phila.) 


often affected by a herniated intervertebral disc, the 
triceps reflex is commonly diminished or is absent 
completely. There may be motor weakness of some of 
the muscles of the hand or shoulder, as well as areas 
of diminished sensation corresponding to the affected 
nerve root. 

Treatment is quite the same as for radiculitis of the 
cervical spine from arthritic spurs. Traction, immo- 
bilization in a collar, hot compresses, massage and 
exercises are used in a similar manner. If the pain is 
intractable or if motor weakness becomes alarming, 
the patient should be hospitalized where a myelogram 
and laminectomy may then be performed. 

One should not forget the Pancoast tumor as possi- 
bly having its first symptom of pain in the arm. It 
arises in the superior pulmonary sulcus and presses 
on the brachial plexus as the tumor grows. The patient 
experiences increasingly severe pain in the arm, and 
arm weakness. Biceps and triceps reflexes usually are 
diminished. A chest plate may disclose the tumor. 
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Figure 12. Stretching a tight shoulder joint by means of a towel over 
the top of a door. The normal hand pulls the opposite hand up over 
the head, thus stretching the tight adductor muscles of the involved 
shoulder. A pulley screwed into the ceiling of the garage or closet 
will allow a rope to take the place of the towel here shown. If the 
shoulder contracture is at all severe, the pulley and rope are prefer- 
able since they permit easier stretching. (From Orrice OrtHo- 
Pepics, 2nd edition, L. Cozen—Lea & Febiger, Phila.) 


Supraspinatus Tendinitis 


Chronic pain in the shoulder and hand develops 
quite frequently as a result of lesions of the supra- 
spinatus tendon. (The acutely painful shoulder that 
occurs as a result of a calcareous deposit need not be 
considered here. This entity will subside just about as 
well spontaneously [potent analgesic drugs being sup- 
plied] as with the myriad remedies advocated.) 

Treatment. For the chronically painful shoulder 
with a calcareous deposit in the supraspinatus tendon 
or in the subdeltoid bursa, probably the most effective 
treatment consists of repeated injections of hydrocor- 
tisone into the shoulder joint. I find the effect just as 
good and the procedure much less painful when the 
injection is given into the shoulder joint instead of 
the supraspinatus tendon or the subdeltoid bursa. 

One cc. of hydrocortisone is injected with a 22- 
gauge needle immediately lateral to the coracoid 
process, this being an easily palpable landmark. The 
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patient is asked to rotate the arm externally in order 
to place the capsule of the shoulder joint on stretch. 
The point of the needle can be felt to penetrate the 
capsule at a depth of about one inch beneath the sur- 
face of the skin. No preliminary anesthetic is used, 
since the procedure is accompanied by so little pain. 
In some cases a second injection of 4 to 1 cc. of hydro- 
cortisone should be made into the posterior capsule of 
the shoulder. This injection is just below the pos- 
terior edge of the acromiom process. Try to make sure 
that the calcareous mass in the supraspinatus tendon 
is the cause of the patient’s pain rather than some 
other of the causes listed in this article. Calcareous 
deposits can be nonsymptomatic.) 

The injections may be repeated twice weekly for 
three or four weeks, for it usually takes that length of 
time for the treatment to be effective. The patient 
should stop using his shoulder as much as possible 
during this time, but he should stretch the capsule 
once daily to prevent the onset of insidious adhesive 
capsulitis. This stretching exercise can be accomp- 
lished by placing his hand on the back of his neck for 
five minutes and then behind his back for five minutes. 

If no response to several hydrocortisone injections 
is experienced, other forms of treatment should be 
substituted. Deep massage to the shoulder region after 
a preliminary heating period may be tried. The heat 
may be superficial (infrared) or deep (diathermy). If 
it is available, heat by ultrasonic waves may be used. 
Daily treatments until symptoms subside are usually 
preferable. Once in a while percussion over the shoul- 
der is effective (Figure 11). 

Since there is some clinical evidence that chronic 
tendinitis of the shoulder may be associated with radi- 
cultis of the cervical spine, neck traction as outlined 
above may also be used along with other modalities. 


Adhesive Capsulitis 


If there is greatly restricted motion of the shoulder 
without x-ray evidence of any destructive disease, one 
may safely make the diagnosis of adhesive capsulitis or 
frozen shoulder. 

The treatment of this condition consists primarily of 
stretching exercises by the patient. A pulley attached 
to the ceiling of the garage will allow the patient to 
stretch his shoulder as he pulls a rope back and forth 


Figures 13a (top) and b (bottom). Pendulum exercises performed 
with the body bent forward are excellent to start a program of 
shoulder motion especially where pain is present. The weight of the 
arm separates the joint surfaces and puts desirable traction on the 
soft parts while the arm swings around. (From Orrick OrTHO- 
pepics, 2nd edition, L. Cozen—Lea Febiger, Phila.) 
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over the pulley with his two hands (Figure 12). Pen- 
dulum exercises are also used (Figures 13a and b). 
The more time he spends with his exercises the faster 
will his pain and stiffness subside. 

Cortisone orally, 100 mg. daily for one week, will 
often hasten the convalescence. The usual contraindi- 
cations to cortisone therapy should be remembered. 
In addition, 1-cc. injections of hydrocortisone into the 
shoulder joint anteriorly, posteriorly or both, may be 
used at weekly intervals. 

It is the rare refractory case that requires manipu- 
lative tearing of the adhesions under general anes- 
thesia, or the operative severance of the thickened cap- 
sule surgically. The most severe contractures should 
be opened surgically. The patient needs constant en- 
couragement and admonition to be patient because 
the affliction may last several months. 


Scapulocostal Syndrome 


Scapulothoracic bursitis is a fairly frequent source 
of vague shoulder and hand pain. There usually is the 
gradual onset of poorly localized pain in the shoulder. 
The patient usually says that.the pain goes down his 
arm to the elbow. On palpation one finds tenderness 
at one or several points along the vertebral border of 
the scapula. Pressure on these reproduces the pain. 

The patient should be examined now regarding the 
integrity of the serratus magnus muscle. He should 
press forcibly with both hands forward against the 
wall, keeping the elbows extended. If the scapula 
bulges posteriorly as the patient does this, the serratus 
magnus muscle is weak and painful as a result of a 
lesion (usually a stretch palsy) of the long thoracic 
nerve. The shoulder and the cervical spine are exam- 
ined to make sure there are no other sources of pain. 


For treatment of scapulothoracic bursitis, 5 cc. of 2 
per cent procaine is injected into the tender area. Re- 
lief should be instantaneous, but partial recurrence of 
pain may necessitate three or four such injections at 
intervals of three or four days. If there is winging of 
the scapula as a result of a lesion of the long thoracic 
nerve, the arm should be placed at rest in a sling for 
two or three weeks. 


Other Conditions 


Myositis, a nonspecific inflammatory condition of 
striated muscles, can be still another cause for chronic 
pain in an arm. The diagnosis is made largely by ex- 
clusion. The patient complains of pain usually in the 
entire extremity, the pain being hard to localize al- 
though quite severe. Activity usually increases the 
pain. All findings, such as reflexes, range of motion 
and laboratory data, are normal. Hot moist packs are 
effective in diminishing pain, but time is the impor- 
tant factor in dissipating the effects of this disease. 

On rare occasions, even visceral disease can cause 
pain in the arm. These instances are not so rare in 
the left arm with angina pectoris. In the right arm, 
pain may be caused by pleural disease, by diaphrag- 
matic lesions, such as diaphragmatic hernia, and by 
metastatic cancer. By appropriate questioning, any in- 
dication of disease of these regions can be followed by 
necessary physical and laboratory examinations. 

Rare causes of chronic pain in the arm are such in- 
fections as tuberculosis, osteomyelitis, tularemia. The 
usual evidences of infection (pain, swelling and heat) 
are present. Other painful conditions that are beyond 
the scope of this discussion include neoplasms of bone 
and rheumatoid arthritis. Diagnostic help will be ob- 
tained by x-ray and laboratory examinations. 


Antibiotics No Substitute 
for Surgical Technique 


THERE ARE those of us who are old fashioned enough to 
believe that surgery is an exacting discipline, jealous lest 
its requirements and accomplishments be shared with or 
rendered less exacting by a commodity from the hospital 
pharmacy. Five hundred years ago Lanfranc demon- 
strated that union of two segments of intestine occurs 
between serosa and serosa. We now know that if two 
pieces of bowel are brought together, they agglutinate 


84 


quickly and within a week’s time carry out their normal 
responsibilities to the host provided that the blood sup- 
ply to each end is undisturbed, the surfaces come to- 
gether in an easy relaxed way, and apposition is main- 
tained by carefully placed sutures which are only heavy 
enough to be securely tied. 

There is no convincing evidence that healing occurs 
more promptly or more securely if the contents of the 
bowel are “‘sterile.” Nor is it proved that antibiotics af- 
ford protection against disruption of a suture line from 
inadequate blood supply to a segment, or from tension, 
or from the careless approximation of surfaces.—LELAND 
S. McKrrrrick, Surg., Gynec. & Obst., 99:374, 1954. 
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Foreign-body sensation is the commonest ocular complaint that 
brings the patient to the general physician. A systematic 
examination will usually disclose a foreign body or some disease 
of the conjunctiva, the lids or the cornea. Whenever there is 
corneal disease, the patient’s visual welfare is potentially 
involved. If the nonophthalmologist is in doubt in such cases. 
consultation with an ophthalmologist is indicated. 


Foreign-body Sensation in the Eye 


BY WILLIAM C. CACCAMISE, M.D. 


Rochester, New York 


“Docror, I rHink I have something in my eye.”’ This 
is the most common ocular complaint that brings a 
patient to the general practitioner. In order to arrive at 
the correct diagnosis in such cases, there are certain 
essentials that must be understood by the physician. 

The sensory innervation of the anterior ocular struc- 
tures (conjunctiva, cornea, iris) is derived from the 
ophthalmic division of the trigeminal nerve. Irritation 
of the iris may occasionally produce what is interpreted 
as a foreign-body sensation, but more frequently re- 
sults in aching in the eye or head. Consequently the 
differential diagnosis of ocular foreign-body sensation 
resolves itself primarily into a consideration of those 
conditions that can cause irritation of the sensory 
nerve endings of the conjunctiva or cornea or both 
(Table 1). 

A systematic approach to the examination of pa- 
tients who have a presenting complaint of an ocular 
foreign-body sensation will enable the physician to 
come to the correct diagnosis in the majority of cases. 


The Patient's History 


The history is of the utmost importance. Proper 
questioning may instantly suggest to the physician the 
cause of the patient’s difficulty. 

Sudden onset of the foreign-body sensation in one 
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eye while working or walking outdoors is suggestive of 
an exogenous foreign-body. This is particularly true in 
certain groups of workers—emery wheel operators, 
tool-makers, mechanics, railroad men. 

Arc welders, or those working near arc welders, fre- 
quently complain of a sandy sensation—usually in 
both eyes—which is actually not due to a foreign body 
but to a keratoconjunctivitis caused by ultraviolet radi- 
ation. A similar condition results from indiscriminate 
use of a sun lamp. In cases of ultraviolet keratoconjunc- 
tivitis, ocular symptoms usually appear six to eight 
hours after exposure to the radiation source. 

Gradual onset of a mild foreign-body sensation— 
particularly when it is bilateral—is suggestive of a non- 
foreign-body cause. When accompanied by an upper 
respiratory infection, catarrhal conjunctivitis on an in- 
fectious basis is suggested. When accompanied by al- 
lergic rhinitis or allergic dermatitis, allergic conjuncti- 
vitis is suggested. 

If the foreign-body sensation is severe, involvement 
of the cornea must be considered. The conjunctiva is 
much less sensitive than the cornea and as a result its 
sole involvement usually produces relatively mild 
foreign-body sensation. 

The patient should be questioned concerning the 
quality and quantity of discharge from the conjunctival 
sac. Foreign bodies usually produce tearing. Virus 
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Conditions that can cause irritation of the sensory 
nerve endings of the conjunctiva or cornea. 


A. Foreign body 


conjunctivitis produces a watery discharge. Bacterial 
conjunctivitis can produce a mucoid or mucopurulent 
discharge. Dryness of the eyes may suggest a deficien- 
cy in tearing with the possibility of the “dry-eye syn- 
drome”—a feeling of sandiness that results from dry- 
ness of the conjunctiva and cornea. 

Duration of symptoms is important. It is rather un- 
likely that a patient who has had a foreign-body sensa- 
tion for several weeks or months and has gone from 
physician to physician without relief has an exogenous 
foreign-body of the conjunctiva or cornea. 

Of course in those cases in which the diagnosis is 
readily evident and the patient is in extreme discom- 
fort, the preliminary history should be abbreviated as 
much as possible. 


Examination of the Patient 


Visual Acuity. After the history has been taken, it is 
essential from a medicolegal point of view that, if at all 
possible, the visual acuity of each eye be tested without 
glasses and then with the patient’s correction, if avail- 
able. Patients sometimes have a tendency to attribute 
subsequently recognized poor vision in an eye to the 
injury or even to the treatment, when below normal 
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Figure 1. Determination of patient’s visual acuity in each eye without 
glasses, with glasses, if available, and with the pinhole disc. For 


medicolegal reasons this is a sine qua non in all eye examinations. 


vision was actually present before the treatment and 
even before the injury. 

If the patient is unable to see 20/20 with his glasses 
or cannot see 20/20 without glasses and does not have 
his glasses with him, the visual acuity with the pinhole 
disc should be determined. 

It must be emphasized that for his own and the pa- 
tient’s protection, the physician should not touch the 
patient’s eye until the visual acuity has been recorded. 
In certain cases however—and they are in the minority 
if the physician is patient—there will be such a marked 
amount of photophobia and blepharospasm that the 
patient will not be able to look at the visual acuity 
chart. Such patients very frequently have some type of 
corneal involvement. If two drops of 0.5 per cent tetra- 
caine hydrochloride solution are instilled into the con- 
junctival sac, the patient may be able to open his eyes 
long enough to have his visual acuity tested (Figure 1). 

Examination of the Lids. A common—and easily 
overlooked—cause of ocular foreign-body sensation is 
a misdirected lash. Careful examination of the lid mar- 
gins is required to detect such lashes. Marginal stys, 
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cysts, papillomas, verrucae and other new growths can 
lead to conjunctival or corneal irritation with a result- 
ant foreign-body sensation. 

Examination for a Foreign Body. In all cases that have 
a complaint of foreign-body sensation, it is naturally 
important to ascertain definitely whether an exogenous 
foreign body is or is not present. In his examination, 
the physician should progress from the portion that is 
easiest to the portion that is most difficult for him to 
examine—from the portion that causes the least to the 
portion that causes the most discomfort to the patient 
(Figure 2). Therefore the examination should com- 
mence with the tarsal portion of the inferior lid, next 
the inferior fornix, then the bulbar conjunctiva, next 
the cornea, then the tarsal portion of the upper lid, and 
finally the superior fornix. 

As mentioned previously the innervation of the eye 
is such that the conjunctiva is much less sensitive than 
the cornea. A foreign body that is producing marked 
discomfort usually lies in the cornea or in such a posi- 
tion in the upper lid that movement of that lid causes 
the foreign body to rub against the cornea. Therefore 
most patients who have a severe foreign-body sensation 
that is due to an exogenous foreign body will be found 
to have the foreign body either in the cornea or in the 
upper lid in the zone of the cornea. Most conjunctival 
foreign bodies in the upper lid will be lodged in a shal- 
low groove—the subtarsal sulcus—that runs horizon- 
tally for the length of the tarsus and lies a few milli- 
meters from the margin of the lid. 

In many cases the patient may be very insistent that 
there is a foreign body in his eye—usually some place 
in the upper lid. It is therefore of the utmost impor- 
tance that the physician employ this definite approach 
in his search for foreign bodies, so that if none is 
found, he and the patient will be confident that none is 
present. However, in spite of such an approach com- 
bined with adequate illumination and magnification 
obtained with a binocular loupe, in a high percentage 
of patients with an ocular foreign-body sensation, a 
foreign body will not be found. 

If a foreign body has not been found, the case pre- 
sents a greater test of the physician’s diagnostic acu- 
men. If the following routine is carried out, however, 
the correct diagnosis can be reached in most of these 
cases, 

Corneal Epithelial Defects. In all cases in which there 
has been a failure to demonstrate a foreign body, a 
minute drop of sterile fluorescein should be instilled 
into the lower conjunctival sac (Figure 3). It is essen- 
tial that the fluorescein be sterile. The most convenient 
and safest method is to have individual sterile dis- 
pensers of the solution. Another acceptable method is 
the use of sterile fluorescein paper. It is very dangerous 
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Figure 2. Systematic examination of lids for displaced lashes, growths 
and foreign body; conjunctival sac for foreign body and inflamma- 
tion; and cornea for foreign body, abrasions and inflammation. 


Good focal illumination and a loupe are helpful. 


Figure 3. Instillation of sterile fluorescein solution into the conjunc- 
tival sac. In this case the solution is being applied with a sterile 
applicator. In this way, only a minimal amount of the solution is 
instilled and there is consequently no need to flush out excess fluo- 
rescein into the conjunctival sac. It must be emphasized that the 
instillation of contaminated fluorescein into the conjunctival sac of 
an eye with an abraded cornea may result in the loss of that eye. 
Bottled fluorescein should be autoclaved daily before use. Otherwise 
single disposable dropper units or fluorescein paper should be used. 
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Figure 4. Biomicroscopy permits microscopic examination of the 
cornea Jor possible disease. Areas of epithelial discontinuity will be 
stained green by fluorescein. 


Figure 5. The Schirmer test is used in measuring the rate of tear 
formation. Normally a strip of litmus paper will be moistened for 
at least 15mm. within five minutes. If the paper has been moistened 
less than 10mm. in five minutes, decreased tearing (“The Dry Eye 
Syndrome”) must be suspected as a possible cause of the foreign-body 
sensation. 


to use fluorescein from an ordinary dropper bottle un- 
less the solution is autoclaved every day—not a prac- 
ticable procedure in most offices and clinics. 

The reason for these precautions is that the danger- 
ous pyocyaneus germ is a common contaminant of 
fluorescein solution. Eyes from which a small corneal 
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foreign body had been perfunctorily removed have 
been lost because a contaminated drop of fluorescein 
had been instilled into the conjunctival sac during the 
examination of the patient. 

After the minute amount of fluorescein has been in- 
stilled, the patient is instructed to close and open his 
eyes a few times so that the fluorescein will be swept 
across the cornea. If an excess of fluorescein was in- 
stilled, the conjunctival sac should be flushed with 
sterile saline, otherwise the whole field will be obscured 
in green. A pocket flashlight with a bright beam should 
then be used to illuminate the cornea. If necessary a 
binocular loupe may be used for greater magnification 
of the field. 

Any portion of the corneal epithelium that has been 
disrupted will be stained by the fluorescein—a fluores- 
cent green. The cornea must be scrutinized ; otherwise 
minute areas of staining will be easily overlooked. Very 
frequently if a foreign body has been present in the 
superior subtarsal sulcus and subsequently has be- 
come dislodged, it may have caused a characteristic 
superficial criss-cross scratching of the upper half of 
the cornea before it became dislodged. This scratching 
will be quite evident with fluorescein. In other cases in 
which no foreign body has been found, a definite stain- 
ing of the cornea will reveal a corneal abrasion, erosion 
or ulcer as the cause of the patient’s symptoms. With- 
out fluorescein many of these would be completely 
missed (Figure 4). 

Other Corneal Lesions. It must be understood that 
corneal staining with fluorescein occurs only if there 
is a break in the corneal epithelium. Inflammation of 
the cornea (keratitis) without epithelial disruption 
may produce marked ocular irritability and foreign- 
body sensation. Such cases are characterized by a dis- 
turbance in the transparency of the cornea—usually a 
whitish infiltrate. Whenever there is circumcorneal in- 
jection, corneal disease must be considered. 


Other Diagnostic Considerations 


If the diagnosis is not yet evident, the next step is 
careful reexamination of the conjunctival sac for hy- 
peremia, inflammation, endogenous foreign bodies, 
and new growths. 

Mere hyperemia of the conjunctiva can. produce a 
sandy sensation—this can result from exposure to 
smoke, fumes, alcohol, etc. Usually it is bilateral. 

Inflammation of the conjunctiva (conjunctivitis) is 
most commonly infectious or allergic. If the patient has 
an upper respiratory infection together with conjunc- 
tival hyperemia, congestion and mucopurulent dis- 
charge—usually bilateral—the diagnosis is most likely 
acute catarrhal conjunctivitis. 
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Allergic conjunctivitis frequently offers a great prob- 
lem in the differential diagnosis. An allergic diathesis, 
the presence of conjunctival follicles and a mucoid dis- 
charge suggest the diagnosis. 

The presence of preauricular lymphadenopathy sug- 
gests an infectious basis—virus or bacterial. 

Virus conjunctivitis is characterized by a watery dis- 
charge and, frequently, superficial punctate infiltrates 
or staining of the cornea. 

Chronic catarrhal conjunctivitis is characterized by 
mild but persistent and annoying symptoms (stringy 
mucoid strands, sandiness) and a paucity of objective 
findings. 

Of course, in cases that present the possibility of an 
infectious basis, smears and cultures—if feasible—of 
conjunctival scrapings and secretions may be of help 
in arriving at the correct diagnosis. 

Calcareous conjunctival deposits (they may be called 
endogenous foreign bodies) are at times a cause of an 
annoying foreign-body sensation—particularly when 
they protrude from the superior tarsal conjunctiva so 
as to rub against the cornea. They appear as yellowish 
deposits immediately beneath or protruding from the 
conjunctival surface. They are not to be confused with 
yellowish infarcts of the meibomian gland which are 
located much deeper and lie embedded in the tarsal 
plate. 

Involvement of a meibomian gland either as an acute 
internal hordeolum or a chalazion may produce a for- 
eign-body sensation. Both of these are characterized 
by a lid swelling that has a tendency to point on the 
tarsal conjunctival surface or on the lid margin poste- 
rior to the lashes. The former, however, is an acute in- 
inflammatory process, while the latter is a chronic 
granulomatous process without overt inflammatory 
signs. Granulation tissue on the tarsal conjunctiva 
usually indicates a ruptured chalazion. 


Conjunctival growths such as pinguecula, pterygium 
and other limbal lesions, when irritated, can produce a 
foreign-body sensation. 

If the diagnosis has still eluded the physician, the 
next step is the Schirmer test for the rate of tear pro- 
duction (Figure 5). The so-called “‘dry-eye syndrome” 
is characterized by a decrease in tear formation and a 
sandy foreign-tody sensation. 

The Schirmer test is carried out by bending a strip 
of litmus paper at a point 5 mm. from one end. (The 
standard litmus paper strip measures approximately 
6 mm. x 45 mm.) The strip is then hooked by its 
shorter end onto the lower lid just lateral to the infe- 
rior punctum. The patient may open or close his eyes 
as he wishes. At the end of 5 minutes at least 10 to 
15 mm. of the litmus paper, exclusive of the first 5 
mm., should have been moistened by tears. In addi- 
tion, some of these cases will demonstrate superficial 
punctate staining of the cornea with fluorescein. 

The “dry-eye syndrome” is a frequently overlooked 
possibility. The Schirmer test is a frequently over- 
looked test. Now and then it leads to the correct diag- 
nosis in patients who have had ocular complaints for 
months and months and have been examined and 
treated without satisfaction by many capable physicians. 

Unfortunately there will be patients in whom a spe- 
cific diagnosis cannot be made by the nonophthalmolo- 
gist even after this thorough survey. In such cases, it 
is advisable that consultation be obtained with a com- 
petent ophthalmologist who, with the aid of his spe- 
cialized training and instruments (particularly the slit- 
lamp), may be of assistance in discovering the cause of 
the patient’s complaints. However, in a certain per- 
centage of these patients, even the expert fails to make 
a specific diagnosis. The best that can be offered the 
patient is palliative treatment, combined with the hope 
that tincture of time will ultimately provide a cure. 


Poliomyelitis in Household Contacts 


Tne pRosasiity of clinical infection among household 
members after the onset of poliomyelitis in the family was 
studied in New York City during the non-epidemic period 
of 1950-1953, inclusive. 

The data examined were obtained from an investigation 
of 3028 household units in which 1 or more cases of polio- 
myclitis occurred during the four-year period of observa- 


tion. Multiple cases were reported in 2.7 per cent of these 
hou seholds. 
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The probability that paralytic infection would develop 
in household members after the onset of a case in the 
family was greater when the initial case was paralytic than 
when it was nonparalytic. On the other hand the risk of 
subsequent nonparalytic infection seemed to be greater 
when the initial case was nonparalytic. These differences 
were most striking among household members under fifteen 
years of age. 

The attack rate among household members after the 
occurrence of the first case compared to that observed in 
the general population was greater in the nonepidemic 
years of 1950-53 than in the epidemic of 1949.-—-Morris 
SIEGEL, M.D.. ET AL., New England J. Med., 252:752, 1955. 
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Don't Forget Your Stethoscope 


in a single unit. 
with a bore of Ys inch. Properly fitted ear pieces and good condition 
of diaphragm and bell are essential. Beyond this, 

good results depend upon a careful routine of listening. 

Results are so rewarding that it is hardly necessary to remind, 
“Don’t forget your stethoscope.’” 


The stethoscope is still one of the most important instruments 
in the doctor’s bag, and is becoming more important every day. 
The most satisfactory instrument combines bell and diaphragm 


Tubing should be about 12 inches long, 


BY W. PROCTOR HARVEY, M.D. AND JACK P. SEGAL, M.D. 


Department of Medicine, Georgetown University School of Medicine 


Washington, D. 


THE STETHOSCOPE was first introduced to the medical 
world by Laennec in 1819. Since that time, the value of 
this simple instrument is unquestioned. However, ade- 
quate auscultation by means of the stethoscope still 
represents one of the most important aspects of the 
cardiovascular evaluation of any patient. 

Dr. Paul White in his textbook, Heart Disease, gives 
the estimation on the basis of an extensive experience, 
that the relative values of the examination of a patient 
with heart disease would be approximately as follows: 
history 45 per cent, physical examination 25 per cent, 
electrocardiography 15 per cent, roentgenology 10 per 
cent, and other methods of examination 5 per 
cent. 

Practically everyone would agree that the history is 
the most important single aspect. In spite of numerous 
advances that have taken place in the field of heart dis- 
ease, including such specialized techniques as cardiac 
catheterization, ballistocardiography, electrokymog- 
raphy, angiocardiography and phonocardiography, 
the physical examination still ranks as the second most 
important of the individual aspects of the cardiovascu- 
lar evaluation. It goes without saying, however, that 
one should not attempt to assess the heart status of any 
individual without putting all aspects of his examina- 
tion together. 
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Information that is specific and invaluable in the di- 
agnosis and treatment of the individual patient is ob- 
tained from the stethoscopic examination. Never be- 
fore in the history of medicine has adequate ausculta- 
tion of the heart been of more importance than it is to- 
day. Perhaps this is the result of the recent great ad- 
vances made in the field of cardiovascular surgery, 
where operations for mitral stenosis, patent ductus ar- 
teriosus, aortic insufficiency and arteriovenous fistula 
depend so much upon the auscultatory findings pres- 
ent. Examples would be the diastolic rumble of mitral 
stenosis and the typical machinery murmur of patent 
ductus arteriosus. Without these typical findings one 
would hesitate to make the diagnosis of either of these 
conditions. In addition, the finding of a diastolic gallop 
rhythm might be the first evidence of cardiac decom- 
pensation or serious heart damage. The finding of a 
friction rub would inimediately make the diagnosis of 
pericarditis. The typical bizarre crunch-crackling 
sound characterizing mediastinal emphysema would 
instantly suggest a condition that otherwise might be 
confused with diseases such as acute myocardial in- 
farction or pericarditis. Numerous other examples 
could be cited to illustrate the importance of ausculta- 
tion in the diagnosis and treatment of heart disease 


today. 
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Unfortunately, however, even today the stethoscope 
is not utilized to its fullest extent. Although much has 
been written about the instrument, inferior and inade- 
quate stethoscopes are frequently employed, and many 
simple principles concerning the use of the stethoscope 
are not appreciated. 


Principles of Stethoscopy 


Type of Stethoscope. Most physicians buy only one 
stethoscope in a lifetime. Care should therefore be 
taken in its selection. Each of us becomes used to his 
own stethoscope and frequently finds that he does not 
hear so well using others. Rappaport and Sprague in- 
vestigated acoustic principles involved in auscultation 
of the heart and emphasized the importance of in- 
corporating in the stethoscope the correct tubing, ear- 
pieces, bell and diaphragm. The effect of varying the 
amount of pressure with which the bell and diaphragm 
are applied to the chest wall is also stressed. We have 
included these principles in the following discussion. 

Many types of stethoscopes are in use today, but 
in our experience none has surpassed the Sprague- 
Bowles (or Rieger-Bowles) type (Figure 1). By means 
of a simple lever one can quickly switch to the bell or to 
the diaphragm without having to detach any chest 
piece. It is of utmost importance to use both the bell 
and the diaphragm in examination of all patients. The 
bell piece is designed to accentuate the lower frequen- 
cies of heart sounds by filtering out the higher fre- 
quencies. The bell is particularly applicable for hearing 
the rumble of mitral stenosis or a faint diastolic gallop 
rhythm. On the other hand, a blowing type of systolic 
murmur, where the frequency is in the higher range, is 
better heard with the diaphragm. The early, blowing, 
high-pitched diastolic murmur of aortic insufficiency 
and the Graham Steell murmur of pulmonic insuffi- 
ciency are good examples of the necessity of using the 
diaphragm. In many instances, the aortic diastolic 
murmur would probably be overlooked if only the bell 
were used, but might readily be heard with the dia- 
phragm. 

Importance of Pressure When Applying the Stethoscope 
to the Chest. The amount of pressure with which the 
stethoscope is applied to the chest is one of the least 
stressed aspects of adequate auscultation. For example, 
if one has a patient with rheumatic heart disease and 
combined mitral stenosis and aortic insufficiency, he 
will best hear the diastolic rumble using the bell chest 
piece and holding the stethoscope quite lightly, barely 
touching the skin in a localized spot over the apex 
(Figure 2). In case the diastolic rumble is faint (grade 1 
or grade 2), it could easily be overlooked, even using 
the bell, unless very light pressure is applied. Even 
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Figure 1. The Sprague-Bowles stethoscope (tubing length approxi- 
mately 12 inches). 


Figure 2. Apical diastolic rumble—bell chest piece plus very light 
pressure plus turning to left lateral position. 


Figure 3. Basal diastolic murmur—diaphragm chest piece plus 
strong pressure plus leaning forward plus breath held in deep ex- 
piration. For fainter diastolic blows over the aortic and pulmonic 
areas, strong pressure using the diaphragm may be necessary. Im- 
print of diaphragm on the skin illustrates amount of pressure 
required (see insert). 
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Figure 4. Stethoscope tubing. (A) The three tubing cross sections rep- 
resent, from left to right, the correct diameter (Ye inch), usual com- 
mercial tubing, and Bunsen burner type of tubing. Common defects 
are (B) tears and use of plastic tubing with too wide a bore. 


Figure 5, Chest pieces. (A) Various diaphragm sizes. Inadequate or 
defective chest pieces include the fixed bell or diaphragm type (B), and 
the use of cracked or chipped pieces, and substitute materials in place 
of the correct Bakelite diaphragm (C). 


B 
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with average pressure, this particular murmur will of- 
ten be missed, or it might not be heard if the diaphragm 
alone were used. On the other hand, for detection of 
the high-pitched diastolic murmur of aortic insufh- 
ciency, the diaphragm is best utilized (Figure 3). A 
grade-2 early, blowing diastolic murmur of aortic in- 
sufficiency would probably be missed if one used just 
the bell, but it is immediately detected with the dia- 
phragm. When the murmur is grade 1 or 2, it might be 
overlooked even with the diaphragm unless the stetho- 
scope is firmly pressed against the chest wall. Often 
one must exert enough pressure so that the skin shows 
the imprint of the stethoscope on the patient’s chest 
wall (Figure 3). By exerting significant pressure, low- 
frequency sounds are diminished, and the high-fre- 
quency components are accentuated, thereby enabling 
this type of murmur to be more readily heard. For this 
reason, other high-frequency sounds such as friction 
rubs are usually best heard by applying firm pressure 
with the diaphragm. 

Another good example of the necessity of varying 
degrees of pressure is that of gallop rhythm. Most dias- 
tolic gallops are of low frequency and are faint. No dif- 
ficulty is experienced hearing a loud ventricular di- 
astolic gallop, but faint gallops of this variety, which 
represent the most common type, are frequently over- 
looked. In order to bring out this faint low-frequency 
sound, the stethoscope must be applied with very light 
pressure, barely touching the skin. The fainter gallops 
of this type are poorly heard using the diaphragm. 

Tubing. Figure 4 represents various defects in the 
tubing of stethoscopes that were actually in use in a 
teaching hospital. Tubing was often of the wrong di- 
ameter, too long, torn, and poorly fitting. 

The length of tubing makes a considerable amount of 
difference as to how well one hears the various auscul- 
tatory phenomena. Actually, the shorter the tubing 
and the closer the ear to the heart, the better. How- 
ever, one must achieve a practical solution of the prob- 
lem, and tubing varying from 10 to 15 inches in length 
has proved perfectly satisfactory (Figure 1). 

The importance of the length of stethoscope tubing 
was well demonstrated on one occasion when we were 
making cardiac rounds. One patient examined had 
rheumatic heart disease with a moderate degree of aor- 
tic insufficiency. The early blowing aortic diastolic 
murmur was easily heard and was loudest with the pa- 
tient sitting, leaning forward, with breath held in ex- 
piration and using firm pressure with the diaphragm 
chest piece. A visiting physician started to examine the 
patient, and as he reached for his stethoscope, we were 
amazed at the length of the tubing. One end of the 
stethoscope was in the inside pocket of his coat on the 
right side, and after removing this portion, a lengthy 
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serpent-like tube encircled back under his coat and 
connected with the other end in the left rear pocket of 
his trousers. The length of the tubing must have been 
approximately three feet. After he had listened to the 
patient, we repeated our examination using his stetho- 
scope. The heart sounds were audible but the typical, 
early, blowing diastolic murmur previously described 
could not be heard. He was then asked why he used a 
stethoscope with such long tubing. He stated, “In my 
country I have contact with a large number of patients 
who have tuberculosis and for this reason I keep a good 
distance from them.” We all laughed with him at this 
remark and agreed that for his purposes the longer 
tubing was not a bad idea, although for adequate aus- 
cultation of the heart and lungs, important findings 
would necessarily be overlooked. 

We are frequently gratified to learn in a humorous 
vein that the principle of the shorter tubing makes an 
impression on our medical students. Each year at the 
graduating class banquet, “skits” are performed por- 
traying the faculty members. One of us (W. P. H.) is 
usually depicted as a physician coming out to exam- 
ine a patient with a stethoscope the tubing of which 
is so short that it is almost strangling the physician. 
We hope the graduating physician will always remem- 
ber to “keep his tubes short.” 

The diameter of the lumen of the tubing should like- 
wise be emphasized. It has been determined that a di- 
ameter of approximately ¥% inch is the most satisfac- 
tory (Figure 4). Some physicians have substituted 
some of the newer types of plastic tubing such as one 
sees on the artificial kidney, the diameter of which is 
approximately 4% inch. When one compares by aus- 
cultation the ¥% inch diameter with that of %4 inch, he 
realizes that a decrease of one or two grades in the in- 
tensity of a murmur may result from use of the larger- 
bore tubing. 

The Diaphragm and Bell. Some of the defective bells 
and diaphragms being used in a teaching hospital are 
photographed in Figure 5. Not infrequently the orig- 
inal Bakelite diaphragm becomes cracked. Further use 
of this is to be discouraged, and a replacement should 
be obtained as soon as possible. A too-rigid diaphragm 
will diminish the intensity of all sounds, and a dia- 
phragm too flexible will accentuate the low-pitched 
ones. Occasionally, one encounters a physician using 
no diaphragm whatsoever after this piece has been 
broken. Again, adequate auscultation is impaired for 
the higher frequencies such as those of aortic insuffi- 
ciency and friction rubs. Another not uncommon prac- 
tice is to replace a broken diaphragm with x-ray film, a 
rubber covering or a similar type of material that oc- 
casionally accompanies medical advertisements or 
sumples. These are not good substitutes for the usual 
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Figure 6, Ear pieces. (A) Large and small size ear pieces. (B) Two 
cracked and chipped pieces. (C) The cross bar of the head piece 
holder is broken and the left ear piece is absent. 


diaphragm. We once discovered a tin bottle cap being 
used as a replacement for a broken diaphragm. All 
sounds were markedly dampened. 

Another self-imposed handicap is the use of a broken 
or cracked bell attachment where the rim of the bell is 
uneven (Figure 5). It is almost impossible with light 
pressure to make close contact against the skin without 
allowing outside air and extraneous sound in under 
the broken edges. With a defective bell, a faint diastolic 
rumble or a ventricular diastolic gallop would prob- 
ably be overlooked. 

The Ear Pieces (Figure 6). Not enough attention has 
been directed to the proper type or size of ear pieces 
that plug the canals. When one selects a stethoscope, 
he should test different. sizes of ear pieces and select 
those that fit most comfortably and snugly. All too 
commonly a physician uses a stethoscope that has 
ear pieces of such small size that his canals are not 
adequately sealed off, and sounds other than those of 
the heart are also heard. 

If the ear pieces are too small they may lodge deep 
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Figure 7. Correct position of the patient and physician, with the pa- 
tient properly gowned and the physician on the patient’s right side. 


Figure 8. Pericardial friction rub—diaphragm chest piece plus firm 
pressure plus patient lying on abdomen plus various phases of 
respiration. 


in the canals, almost on the tympanic membrane, pro- 
ducing discomfort. All of us have borrowed another’s 
stethoscope and found it quite uncomfortable and un- 
satisfactory. 

Occasionally one sees ear plugs where the plastic 
material has been broken and air leaks where the ear 
plugs are screwed on. Again, with an air leak, extra- 
neous sounds distort adequate auscultation. Wax may 
accumulate in ear pieces and, unless cleaned at regu- 
lar intervals, adequate auscultation will be interfered 
with, 
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Listening to the Patient 


It is essential in careful cardiac auscultation that 
both the physician and the patient be comfortable, the 
patient be properly gowned, and the place of examina- 
tion quiet, well heated and well lighted (Figure 7). 

Position of the Physician. First, the physician must be 
comfortable. We believe that the most comfortable and 
satisfactory position for the examiner is on the pa- 
tient’s right. Perhaps sounds are best heard in this 
position because the ear pieces fit more comfortably 
and the stethoscope lies in a relatively straight line 
from the ears to the patient’s chest. 

Position of the Patient. Every patient should be placed 
in various positions before completing the ausculta- 
tory examination. We generally listen to the patient 
lying fiat on his back, first listening at the apex, 
then “inching” up the chest along the left sternal bor- 
der to the pulmonic and aortic areas. In all these 
areas, with both diaphragm and bell attachment, light 
and firm pressure are used as previously described. 

The patient then turns to the left lateral position. 
The apical area should be ausculted not only when the 
patient is lying flat or after he has turned to the left 
lateral position, but also while he is actually turning, 
using light pressure with the bell. The appearance of 
a diastolic rumble or sounds in diastole will be best 
heard in this manner (Figure 2). 

Next, the patient is asked to sit up and again the 
same areas are explored, using both chest pieces, in 
different phases of respiration. In the sitting position, 
one listens particularly carefully to the aortic and pul- 
monic areas and along the left sternal border. Forceful 
pressure is used with the diaphragm to make certain 
that a faint, blowing diastolic murmur is not present 
(Figure 3). For the patient with emphysema, one 
should always listen most carefully in the upright po- 
sition, as frequently sounds are quite distant and in 
some cases even absent with the patient supine. When 
the patient sits up and leans forward, his heart is 
closer to the chest wall and, in such a patient with 
emphysema, the sounds may then be readily heard. 
Occasionally, with emphysema, heart sounds or mur- 
murs may be best heard at the xiphoid area or just 
under the xiphoid, where the heart is not covered by 
lung. 

In case a friction rub is in question, firm strong pres- 
sure using the diaphragm of the stethoscope, partic- 
ularly in the fourth and fifth intercostal spaces at the 
left sternal border or over the xiphoid area, may elicit 
the typical to-and-fro rub. Position is important in 
hearing the friction rub, and some rubs are best heard 
with the patient sitting and leaning forward with 
breath held (first in inspiration and then in expira- 
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tion). Occasionally a friction rub is heard only with 
the patient on his abdomen and leaning on his elbows 
(Figure 8). Again, the diaphragm of the stethoscope is 
used with firm pressure being applied in the same re- 
gions as already described. We have seen a number of 
cases where a friction rub of faint quality was heard 
only by use of this technique. 

The Examining Room. For effective and efficient 
auscultation of the heart, a quiet room is absolutely 
necessary. Extraneous noises should be eliminated, 
such as from a typewriter in the same room or next 
office, an airplane flying overhead, or a trolley or bus 
passing by outside. Wait until quiet prevails before 
attempting to listen (Figure 9). Often the sounds pro- 
duced by these conditions may fall in the same fre- 
quency range as the particular heart sound or murmur 
one is attempting to hear. 

The necessity of selecting a quiet room was recently 
emphasized to us when we made a trip to a new, 
modern hospital in another community. Air-condi- 
tioning was continually in operation. Before construc- 
tion it had not been apparent that the air-conditioning 
system, although effective for cooling, also produced a 
distinct low-frequency hum. Some of the rooms where 
physicians listened to their patients always had this ex- 
traneous noise in the background. Physicians examin- 
ing patients in this particular portion of the building 
found it necessary to go to a different wing of the 
hospital to eliminate this sound. 

If other people are in the room when one is attempt- 
ing to listen to a patient, all conversation should 
cease until the examiner has had ample opportunity 
to listen without this additional handicap. The patient 
himself should be instructed how to stop breathing 
and to avoid any talking during the examination. 

It is bad practice for several doctors to listen at the 
same time to the same patient (Figure 10). It is im- 
possible to auscult the heart adequately when even one 
other stethoscope is on the chest or precordium. The 
movements produced by another physician’s stetho- 
scope are readily heard, and one is put at a disadvan- 
tage in attempting to explore all the precordium. 
Occasionally, for teaching purposes several may listen 
at the same time to hear a particular event that is likely 
to be transient. Every patient should be examined with 
all clothing removed from his chest. Unfortunately, 
patients are frequently examined without removing 
their clothing, and the chest piece is wrangled through 
a maze of wearing apparel—shirt and undershirt or a 
lress, slip, and brassiere—to get to the necessary por- 
tion of the precordium (Figure 9). An examination of 
this type is practically worthless. 

It is necessary to learn to listen specifically ‘to the 
‘arlous components of the heart cycle; the first sound 
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Figure 9. How not to listen to a heart. Noisy room, examiner uncom- 
fortable and patient not positioned properly nor undressed. 


Figure 10. How not to listen to a heart. Too many examiners intro- 
duce extraneous sounds. 


is identified and appraised (loud, faint or of average 
intensity, split, etc.), then likewise the second sound, 
then sounds in systole (systolic click or gallop), then 
sounds in diastole asking ourselves if there is an open- 
ing snap of mitral stenosis, a gallop rhythm, etc. 
Finally, listen to murmurs in systole and then mur- 
murs in diastole. In this way one listens to each indi- 
vidual component of the heart cycle, a process requir- 
ing only a few moments. 

If one uses the analogy of listening to music, he 
quickly realizes the necessity of listening to the in- 
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Clinical Features and Detection of Various Cardiac Murmurs or Sounds 


QUALITY OF 
MURMUR OF SOUND MURMUR OR SOUND SPECIFIC LESION CHEST AREA 


basal diasiolic murmur blowing, high pitched aortic insufficiency aortic, left sternal border 
pulmonic insufficiency pulmonic, left sternal borde: 


systolic murmur harsh functional sortic, pulmonic, neck 
: organi¢ {aortic or puimonic 


continuveus murmurs machinery-like patent ductus puimonic neck, 
venous hum supraciavicular 
A-¥ fistula ony area 


other congenital murmurs vsvally harsh septal defect left sternal border 
; gortic coarctation diffuse precordium and pos- 
: terior thorax 


epening snap voriable mitral stenosis usvally lower left sternal bor- 


dividual components as just described. When discus- audience is asked how many heard the music, all 
sing auscultation of the heart, we have often purposely raise their hands. If the question is then asked, how 
had a recording of symphonic music playing as the —_ many heard a violin, a horn or a kettle drum, practi- 
audience filed into the room. The audience immediate- _cally no one would state that he heard such an in- 
ly hears the music and their attention and curiosity _strument. Now if the music is played again, and they 


are attracted to this. On starting the discussion, if the are instructed to listen specifically for a violin, every- 
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epical diastolic murmur tumble, low pitched mitral stenosis apex, often localized creo 
tricuspid stenosis over 
ai functional mitral stenosis and : 
: 
apical systolic murmur blowing mitral insufficiency apex 
tricuspid insufficiency tower sternal border 
¥ 
variable systolic (click) usually lower left sternal bor- 
pericardial friction rub systolic and diastolic rub pericarditis leffsternal border and xiphoid 


= 


POSITION OF PHASE OF eet oR AMOUNT OF 
PATIENT RESPIRATION DIAPHRAGM PRESSURE 
sitting, \eoning forward expiration diaphragm very forceful 
often sitting ond variable, usuelly expiration use both variable 
feanng forward 
lying in left loteral treoth held, usuaily in expira- belt very light 
tion 
spine breath held, in expiration usually diaphragm firm 
(mitral insuff.) of inspiration 
(tricuspid insuff.) 
wpine or sitting brecoth held, usually in expira- use both varicble 
sitting, head turned tion 
supine or sitting variable vse both voriable 
wpine or sitting 
supine or iateral variable vwally best with bell usually light 
supine or left icteral voriable usually best with bell usually fight 
variable, usuaily leaning for- expiration very firm 


ward but occasionally prone 
and leaning on elbows 


one hears it. Following this, the analogy of listening 
to music and that of the heart is pointed out, and em- 
phasis is made that for adequate auscultation one 


‘nust listen specifically to the various components of 


the heart cycle and not listen to everything at once, or 


the equivalent of the melody in music. 
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Table I summarizes the clinical features and auscul- 
tatory techniques for detection of the more common 
cardiac sounds and murmurs. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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When dog roundworm eggs are ingested 

(usually by children of “dirt-eating’’ age) the larvae 

may migrate to the liver, lungs and central nervous system. 
The resulting illness is usually benign and self-limiting. 
Prominent features include leukocytosis 

and a high percentage of eosinophils. 


Dog Roundworm Infestations in Children 


BY REID GULLATT, M.D. 


Augusta, Georgia 


Tue purpose of this paper is to invite to the attention 
of physicians treating children a recently described 
disease, ‘Visceral Larvae Migrans.” This disease has 
been proved to be caused by the dog ascarid larvae, 
Toxocara canis, migrating to and within the viscera of 
the human body. 

After a review of the literature, one must conclude 
that this disease has gone unrecognized for many 
years. Having been recognized and described, it is de- 
serving of wider attention than it now enjoys. 


“Visceral Larvae Migrans” is one of a small group of 
zoonoses which is peculiar in that the causative organ- 
ism is unable to adapt itself to life in the human in the 
same fashion as it is adapted to its natural host. The 
classic example of such a disease is ‘Cutaneous Larvae 
Migrans” or “Creeping Eruption.” 

Only occasionally has an author suggested that the 
dog ascarid might be pathogenic in man. In 1906 in 
Egypt, Leiper discovered and positively identified an 
adult Toxocara canis in a mass of ascarids recovered 
from a human intestine at autopsy. 

The first important observation that is pertinent to 
a discussion of ‘Visceral Larvae Migrans”’ was made in 
1946. Wright and Gold reported on 52 cases of 
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“Creeping Eruption” with 26 associated cases of 
Loeffler’s syndrome. 

Headlee had already reported that dooryards con- 
taining human ascarid and hookworm eggs were likely 
to contain dog ascarid and hookworm eggs. However, 
the possible association of Loeffler’s syndrome with a 
dog ascarid infestation was not appreciated as a possi- 
bility. A detailed study of Loeffler’s syndrome by 
Nemir and others suggested a parasitic disease, but 
without ova or parasites in the stools in many cases. 

Many authors have reported unusual signs and 
symptoms with ascariasis. Among the most prominent 
have been Loeffler’s syndrome, focal necrosis of the 
liver, and varied findings related to the central nervous 
system. These findings have been explained by random 
migration of Ascaris lumbricoides larvae, but some ob- 
servers have been skeptical. At least two cases of en- 
capsulated “‘larval ascaris” in human liver and brain 
lesions have been reported. In neither of these lesions 
was the ascarid positively identified. 

Behrer emphasized the syndrome of extreme eosino- 
philia and leukocytosis occurring in childhood. This 
is associated often with granuloma of the liver and 
Ascaris lumbricoides infestations. This syndrome was 
observed almost entirely in children from 18 months to 
3 years of age. 

Beaver, and others, took advantage of the oppor- 
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Epidemiology of Visceral Larvae Migrans. The dog ingests embryo- 
nated T. canis eggs; the larvae hatch and, after a conventional 
migration, the larvae become mature worms in the intestine of the 
dog. The mature worm produces eggs which become embryonated 
after about three weeks’ incubation in appropriate soil. 

When the human ingests the embryonated T. canis eggs, the larvae 
hatch but begin an atypical migration and do not reach maturity. 
The larvae migrate to the liver, the lungs and then to the central 
nervous system. They become encapsulated in varying numbers and 
may cause symptoms at any phase of their migration. 

The differentiation of T. canis from A. lumbricoides in any of its 
forms requires a competent parasitologist. 
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tunity to correlate many of these puzzling findings. In 
1952, they reported three cases of chronic eosinophilia 
with areas of focal necrosis of the liver. In one area of 
necrosis, the remains of one Toxocara canis larva was 
found and positively identified. 

Since then, Smith and Beaver have reported research 
which proves beyond reasonable doubt the pathogenic- 
ity of Toxocara canis larvae in the human. These 
workers fed two young mentally defective children a 
small number of embryonated eggs of the dog ascarid. 
These children did not develop symptoms clinically 
but they did develop a constant, high eosinophilia. In 
one child, the leukocytosis reached 52,000 and the 
eosinophilia 52 per cent. In both children, the blood 
findings remained markedly abnormal for more than 13 
months. No ova or parasites appeared in the stools of 
either child. 

White mice were fed similar numbers of eggs from 
the same batch and were autopsied at intervals up to 
one year. In the early stages of the disease, areas of 
focal necrosis and granulomatous lesions surrounded 
the larvae in the liver and lungs (similar to the lesions 
of Loeffler’s syndrome seen in autopsies of military 
men killed accidentally). In the later months, encapsu- 
lated larvae in the brain were the predominant findings. 
Liver and lung lesions were frequently not found. 

It is therefore believed that “Visceral Larvae Mi- 
grans” is usually a benign process and is self-limiting 
provided reinfestation does not continue. Vermifuges 
do not seem indicated, and therapy with Hetrazan was 
inconclusive in the two mentally defective children. 

That the disease has not received wide attention is 
evidenced by the recent query of Concklin. He re- 
quested a differential diagnosis in the case of a 244- 
year-old child with constant, high eosinophilia; 
Loeffler’s syndrome; no ova or parasites in repeated 
stool examinations; and no other remarkable findings. 
The two consultants by whom the query was answered 
suggested many diseases of varying etiologies. They 
did not suggest ‘Visceral Larvae Migrans.” 

I communicated with Dr. Concklin and suggested 
“Visceral Larvae Migrans” as a likely possibility. He 


had ruled out practically all the suggested diseases and 
is now convinced that ‘Visceral Larvae Migrans”’ is the 
correct diagnosis. His patient lives on sandy soil, is a 
dirt eater and there are lots of pets about. Practically 
all these pets are said to have worms. 

Dr. Concklin’s case represents ideal conditions for 
heavy infestation because he lives in the South Texas 
coastal plain. The soil in his area is sandy, warm and 
moist most of the year. It is to be emphasized that eggs 
can survive and remain viable in many soils, but the 
above-mentioned conditions are ideal. Also, children 
from 18 months to 3 years of age are considered by 
most pediatricians to be potential dirt eaters. 


Summary and Conclusions 


“Visceral Larvae Migrans” is a disease of humans 
which is caused by the dog ascarid larvae, Toxocara 
canis. When embryonated eggs are ingested, the larvae 
apparently migrate from the intestinal tract to the liver 
and lungs, and then to the central nervous system. The 
larvae become encapsulated in varying numbers and 
may cause symptoms during any phase of their migra- 
tion. 

The larvae do not reach maturity, so no ova may be 
recovered in stool specimens. Laboratory findings ap- 
parently invariably include a high, constant eosino- 
philia and a leukocytosis. 

The disease is usually benign and self-limiting but 
may produce alarming symptoms. Diagnosis must be 
by exclusion except in cases with liver lesions so severe 
as to indicate liver biopsy. The disease should be sus- 
pected in all children of the “dirt-eating age” who 
have an unexplained, high, constant eosinophilia. It 
may be responsible for persisting symptoms in ad- 
equately treated Ascaris lumbricoides infestations. 

The recognition of this disease proves that dog 
roundworms are far from harmless. Every effort should 
be made to rid household pets at regular intervals of 
their intestinal parasites. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Atmospheric Pollution 


WITH THE GROWTH of population and industry, air pollution 
problems have become more numerous and present an in- 
creasing hazard to public health. Our knowledge of the 
chronic effects is too meager to justify a complacent attitude. 
Although great advances have been made in the last five 
years in the development of instruments and technics for 
the measurement of various air contaminants, there has 
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been little, if any, progress in the elucidation of the causes 
of acute symptoms leading to fatal effects in air pollution 
disasters, Progress in evaluating the extent of chronic effects 
or in proving the existence of this type of injury to health 
in industrial communities has been virtually nil. Our ex- 
perience is still confined to indoor exposures in industrial 
atmospheres, occupational diseases, and knowledge ac- 
quired in industrial hygiene and medical practice. —Morris 
Katz, pu.p., Am. J. Pub. Health, 45: 298, 1955. 
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Polyarteritis Nodosa 


Although less common than disseminated lupus erythematosus, 
polyarteritis nodosa is encountered often enough 

to deserve respect. The vascular lesions 

are rather standardized, but their location and extent 

vary greatly. For this reason, the clinical manifestations 

are legion. Diagnosis is likeliest to come with an opportune biopsy. 
The value of ACTH or cortisone therapy 

is still not fully assayed. 


BY JOHN W. RUNYAN, JR., M.D. 
AND RICHARD T. BEEBE, M.D. 


Department of Medicine, Albany Medical College, Albany, New York 


IN RECENT YEARS there has been an increasing interest 
in a group of conditions known as the collagen dis- 
eases. Polyarteritis nodosa, disseminated lupus ery- 
thematosus, scleroderma, and dermatomyositis as well 
as rheumatic fever and rheumatoid arthritis are the 
major ones usually considered in this category. Al- 
though their pathogenesis remains obscure, they have 
in common a disturbance in connective tissue col- 
lagen fibrils. This gives rise to clinical features that 
are very similar, and in some instances it may not be 
possible to differentiate clearly one from the other 
clinically and occasionally even pathologically. Often 
in the differential diagnosis of illnesses of obscure 
origin, one or more of these disorders may be con- 
sidered because of their protean manifestations. 

Since 1948, disseminated lupus erythematosus has 
been more frequently recognized, due in large measure 
to the introduction of an almost specific and yet sim- 
ple diagnostic test, the L.E. preparation (Figure 1). 
One or more patients with this disorder may be found 
regularly in the larger hospitals and not infrequently 
in smaller hospitals, but most commonly in general 
practice. 

Polyarteritis nodosa is being diagnosed clinically 
more often in the past few years with the aid of the 
muscle biopsy, but its recognition has not kept pace 
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with that of disseminated lupus erythematosus, 
probably because it occurs less commonly. 


History 


Polyarteritis nodosa or periarteritis nodosa, as it is 
sometimes called, has been known as a definite entity 
for over 85 years. Since Kussmaul and Maier first 
described classic periarteritis nodosa in 1866, there 
has been a broader interpretation of these vascular 
lesions. Recently there have been attempts to sub- 
divide the disease both clinically and pathologically 
into two main groups which have been designated 
primary periarteritis nodosa and _ hypersensitivity 
angiitis. The usefulness of this classification must 
await further experience. 


Etiology 


The etiology of polyarteritis nodosa is not established. 
There is evidence, both clinical and experimental, 
suggesting that hypersensitivity or allergy is a related 
or causative factor. 

Although this relationship is not universally ac- 
cepted, there are abundant reports of its developing in 
association with drug administration, and from the 
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Figure 1. L.E. Preparation: bone marrow. This smear is character- 
istic of DISSEMINATED LUPUS ERYTHEMATOSUS and shows L.E. cells 
(A) which are polymorphonuclear leukocytes with a large light blue- 
staining inclusion body displacing the nucleus peripherally. The 
rosettes (B) are clusters of polymorphonuclear or mononuclear 
leukocytzs surrounding nuclear fragments of degenerated cells. The 
test is performed by incubating venous blood or bone marrow, pre- 
paring smears of the buffy coat after centrifugation and staining 
with Wright’s stain. Rare instances of false positive tests have been 
reported and false negative ones occur in 15 to 30 per cent of cases. 


practical point of view, the allergy theory has much to 
offer. The list of drugs and agents that have been impli- 
cated continues to grow and presently includes, among 
others, sulfonamides, foreign serum, iodide, mercurial 
diuretics, thiourea, hydantoin and penicillin. Four 
of 19 patients with polyarteritis nodosa seen at the 
Albany Hospital gave a positive allergic history, and 
one had received sulfadiazine and another iodide 
before the onset of their illness. 

Lesions very similar to, if not identical with, those 
of polyarteritis have been produced in rabbits experi- 
mentally by repeated injections of horse serum. How- 
ever, efforts to repeat these experiments by other 
workers have not been successful. 


Pathology 


Polyavteritis nodosa is an inflammatory, obliterative, 
vascular disease involving medium- and small-sized 
arteries. The vessels of the heart, kidney, brain, lungs, 
gastrointestinal tract, pancreas, muscle and, actually, 
all tissues with a vascular supply may be affected. The 
pathologic changes are usually patchy and may be 
confined to a portion of the circumference of the 
artery but more often they involve the entire wall of 
the vessel. 

The lesions most frequently are widespread, but 
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sized artery showing an ACUTE STAGE of POLYARTERITIS NODOSA. 
There is moderate necrosis and inflammatory cell infiltration of the 
vessel wall. The lumen is decreased in size by intimal proliferation. 
The patient had malaise, muscular pains and aches for ten days; 
fever and chilliness for four days before admission. He had a 
pneumococcic (type Ill) lobar pneumonia and was treated with sut- 
FADIAZINE and ANTIPNEUMOCOCCAL SERUM. He died in renal failure 
31 days after admission. The association of the administration of 
sulfadiazine and foreign serum and the development of polyarteritis 
has been noted. 


there have been cases in which only a single organ or 
vessel has been involved. 

In the early stages, the microscopic picture is that 
of an acute inflammation, characterized by necrosis, 
fibrin formation, and hyaline degeneration. Large num- 
bers of polymorphonuclear neutrophils and eosino- 
phils are seen infiltrating the damaged portions of the 
artery. Later lymphocytes, monocytes and plasma 
cells completely replace the initial infiltrating cells 
(Figure 2). Repair takes place as evidenced by mod- 
erate and marked fibroblastic proliferation. Healing 
occurs with marked scarring of the vessel and narrow- 
ing of the lumen (Figure 3). The various stages of in- 
flammation and repair may all be seen in a single 
microscopic section. Veins near affected arteries may 
be involved as well. 

Other events take place as a result of vessel injury. 
Thrombosis occurs, and there may be infarction of the 
area supplied by the thrombosed artery (Figure 4). 
Secondarily, there may be tissue changes such as in- 
flammation, atrophy, fibrosis, necrosis or infarction 
(Figure 5). 

Small aneurysms (the nodose lesion) may appear 
where the arterial wall is weakened (Figures 6, 7 and 
8). Since the changes in the arteries and tissues occur 
in almost any combination, the pathologic picture is 
quite a varied one. 
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Figure 3. Patient C.F.: photomicrograph—liver. This medium-sized 
artery demonstrates a LATER STAGE of polyarteritis. The lumen is 
nearly occluded by fibroblastic proliferation. This healing phase 
shows a diminishing inflammatory cell infiltration, in contrast with 
Figure 2. 


Clinical Picture 


Clinically, the symptoms and signs are as variable 
as the pathology. The symptomatology is related to 
and depends upon the tissues involved, and is charac- 
terized by remissions and exacerbations with one or 
two organ systems affected most prominently at a 
given time. It may develop at any age but the greatest 
incidence is in the young adult. 

There are a group of nonspecific symptoms that occur 
regardless of the location of the diseased vessels. Fever 
is a common manifestation and may be slight or 
marked. Elevations in temperature are usually inter- 
mittent, but may be sustained for long periods. Early 
in the disease, the patient may be afebrile and, on the 
other hand, fever may be the presenting symptom 
(Figure 9). Anorexia, weakness, tachycardia usually 
occur, and loss of weight may be profound, leading to 
cachexia in the terminal phases. In other patients, 
weight loss may be minimal when the course of the 
illness is relatively short. 

Pain in some form is found to be a common symp- 
tom in all large series of cases, and occurred in nearly 
all of the 19 patients with proven polyarteritis at the 
Albany Hospital. The pain may be abdominal, muscu- 
lar, articular, neuritic or precordial. 

The abdominal pain may be mild or severe, is usual- 
ly intermittent and is often associated with nausea, 
vomiting and diarrhea. Hematemesis, gastrointestinal 
perforations, and ulcerations occur. Thrombosis with 
infarction of the bowel may give rise to blood in the 
stools and signs of an acute abdomen. Resection of the 
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Figure 4. Patient C.F.: photomicrograph. A medium-sized artery 
which is COMPLETELY OCCLUDED by either ORGANIZING THROMBUS 
or fibroblastic proliferation of the intima. There is moderate necrosis 
of the vessel wall and perivascular infiltration which indicates con- 
tinued activity in the lesion. 


Figure 5. Patient C.F.: photomicrograph—heart muscle. There is 
extensive PERIVASCULAR INFILTRATION surrounding this small artery 
with only slight involvement of the media. In this section the inflam- 
mation is truly a “periarteritis.”’ 


bowel may be necessary. Laparotomy is frequently 
carried out for pain and other reasons before the 
diagnosis is established, and was performed once at 
the Albany Hospital in a patient with an abdominal 
mass. A large hematoma was found. 

Muscular pains, usually in the extremities, may be 
a prominent symptom. The pain may be severe or 
only a mild aching. Symptoms may simulate trichi- 
nosis. In fact, this diagnosis was made in two patients 
with polyarteritis before their admission to the Albany 
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Figure 6. Patient D.B. This heart specimen demonstrates multiple 
aneurysmal dilatations or “nodose”’ lesions of classic polyarteritis 
nodosa, as described by Kussmaul, arising from the coronary ar- 
teries and branches. The patient complained of abdominal and 
substernal pain and cough for approximately six months before 
death. 


Hospital. Migratory joint pain, with or without swell- 
ing, may be the outstanding symptom for months. 

Headache occurs not infrequently in patients with 
polyarteritis nodosa, and in all patients with temporal 
arteritis which is a closely related condition. A cerebral 
vascular thrombosis may be the presenting complaint. 

There may be other central nervous system manifesta- 
tions, the more common ones being convulsions, 
meningeal irritations, organic brain syndrome, hemi- 
plegia, cerebellar signs, facial palsy and subarachnoid 
hemorrhage. 

Peripheral nerves are involved as well, due to inter- 
ruption of their blood supply. More commonly a 
single nerve in an extremity is affected, but more than 
one nerve may be involved. Pain, paresthesias, wrist 
drop, foot drop, sensory changes, motor weakness and 
atrophy may occur. Nervous system symptoms and 
signs, plus involvement of one or two other organs, 
should arouse the suspicion of polyarteritis. 

Coronary insufficiency and anginal pain due to em- 
barrassed coronary circulation is a frequent occur- 
rence. There may be cardiac enlargement with or 
without heart failure. Hypertension is present in over 
half the cases but may be a late manifestation. 

Renal involvement is common, and special effort 
should be made in suspected cases to find urinary 
albumin and red cells, for the latter, particularly, may 
appear only intermittently. Gross hematuria may 
occur, and even collapse and death due to ruptured 
interlobular arteries. Acute glomerulonephritis may 
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Figure 7. Patient D.B. An artist’s drawing emphasizing the aneu- 
rysmal dilatations as seen in the specimen in Figure 6. 


be simulated. Nephrotic edema may appear. Azotemia 
and uremia is a frequent terminal event. 

Bronchial asthma occurs in about a quarter of the 
cases. Cough and chest pain may be complaints, but 
pleural effusion develops less commonly than in dis- 
seminated lupus erythematosus. Dyspnea is largely 
due to asthma and left heart failure. The chest x-ray 
sometimes reveals patchy or massive edema, accentu- 
ated linear markings, particularly in the hilar and 
basal areas, and nodular densities (Figure 10). 

Skin changes may be found in about 25 per cent of 
cases and, when present, give the most reliable single 
clue to the diagnosis, particularly if biopsied. The 
most characteristic lesions are subcutaneous nodules 
that resemble those of acute rheumatic fever. These 
nodules occur singly or in crops and are usually pain- 
less but can be very painful (Figure 11). Since these 
nodules are transient, repeated careful inspection is 
necessary if they are to be noted. Petechiae and pur- 
pura appear frequently, and vesicles, urticaria, ery- 
thema and scarlatiniform eruptions have been report- 
ed. Skin changes resembling those of erythema nodos- 
um and erythema multiforme are often seen, as well as 
raised, pink, soft, sharply demarcated, serpentiginous 
lesions. Ulcerations and gangrene of the skin are oc- 
casionally found. Rarely the gangrene extends to the 
deeper structures, with loss of digits as in the patient 
shown in Figure 12. 

The spleen and superficial lymph nodes at times are 


enlarged. Liver enlargement with jaundice sometimes 
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Figure 8. Patient D.B. A cross section through one of the aneurysmal 
dilatations (figures 6 and 7). Note the thrombus within the aneu- 
rysmal sac which occludes the lumen. The aneurysmal dilatations 
are due to a weakening of the arterial wall. 


is seen. The pancreas may be involved, and diabetes 
mellitus may be evident. 


Laboratory Findings 


There is usually a leukocytosis of 10,000 to 20,000 
per cubic millimeter, but a leukopenia of 1,500 to 2,000 
was found in one of the 19 cases with proven poly- 
arteritis at Albany Hospital. Eosinophilia occurs in 
20 to 30 per cent of cases. In one patient seen here, 
the eosinophils reached 84 per cent with a total white 
count of 80,000 per cubic millimeter. Anemia, normo- 
cytic in type, is the rule and occasionally is profound. 

Albuminuria occurs commonly, and a_ repeated 
search for red cells in the urinary sediment should be 
made. Casts of various types also may be found. Chest 
X-rays are not specific but may be helpful when the 
other features of the disease are considered (Figure 
10). 


t.3., PEMALE, AGE 70 


and Stool Cultures Negative 
Brucella ahertus, 8. tularcnse, °rotews OXIG, Heterophii 
Cold and Awte Agglutinario:: “Negative 


Figure 9. Patient L.S. The patient’s only symptoms were fever, night- 
sweats and weakness for three months. There were no significant 
physical findings. Polyarteritis nodosa was suspected on the basis 
of unexplained fever, pulmonary findings by x-ray (see Figure 10) 
and negative laboratory findings. The patient expired suddenly and 
autopsy revealed extensive vascular lesions in all major organs. 
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Figure 10. Patient L.S. The chest x-ray shows increased lung mark- 
ings throughout and nodular hilar densities. The densities are most 
marked on the left and are demonstrated in frame B. These findings 
are not pathognomonic of polyarteritis nodosa but are being recog- 
nized more frequently in recent years in patients with this disease. 
There are reports of chest findings clearing in patients under treat- 
ment with ACTH and cortisone, but clearing did not occur in one 
patient treated with ACTH seen at the Albany Hospital. 
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Figure 11. Patient A.J. Crops of subcutaneous nodules on the an- 
terior surface of the leg in a patient with a four months’ history of 
pain in the leg, intermittent fever and weight loss. Biopsy revealed 
a vasculitis which together with his clinical course is indicative of 
polyarteritis nodosa. 


Course 


As has been indicated previously the course is char- 
acteristically that of remissions and exacerbations with 
one or two organ systems being most prominently af- 
fected at a time. As the patient approaches the terminal 
stage, evidence of multiple organ involvement is com- 
mon. The duration of the illness is usually from a few 
months to a few years, with extremes of a few weeks 
to 20 years. The illness almost invariably ends fatally, 
although a few so-called recoveries have been reported. 


Diagnosis 


Diagnosis can be made by muscle biopsy if the mus- 
cle is involved. The site should be chosen whenever 
possible where there is pain or tenderness. Poly- 
arteritis was established by biopsy in six cases at the 
Albany Hospital. In several other cases, biopsy was 
negative yet the subsequent course or autopsy indi- 
cated the disease. In one patient, the initial biopsy 
was negative, but a subsequent one was positive. Skin 
or nodule biopsy is often fruitful. 

There are combinations of symptoms and signs 
(Chart 1) that should suggest the possibility of 
polyarteritis but, as with any diagnosis, one has to 
think of it first. Remember it is a great simulator. 
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Figure 12. Patient A.J. Ischemia of the terminal phalanx probably 
due to thrombosis and occlusion of the arteries supplying the area. 
Amputation was necessary. The patient is presently in apparent re- 
mission after cortisone. 


Since 1945, every case (11) except one proven at post- 
mortem examination or by biopsy at the Albany Hospi- 
tal was suspected clinically. This is not a diagnosis 
that is made only at autopsy as is so often thought, 
and therapeutic considerations make it even more im- 
portant to establish its presence. 


Treatment 


Treatment is unsatisfactory. Clinical remissions and 
healing of the vascular lesions pathologically have 
been reported with cortisone and ACTH. In five pa- 
tients treated with ACTH at the Albany Hospital 
there was no significant long-term improvement. In 
two patients, cortisone caused an apparent clinical 
remission. 

The careful administration of ACTH and cortisone 
should be seriously considered, at least until further 
evaluation of its usefulness can be made. Symptomatic 
treatment is indicated, and possible sensitizing drugs 
should be avoided. 


The authors wish to thank Dr. Nolton H. Bigelow of the Depart- 
ment of Pathology, Albany Medical College, for his assistance in re- 
viewing and selecting the pathologic material. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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Adjustable Tilting Bed 


Exevation of the head or the foot of the bed is neces- 
sary for a variety of medical conditions. In polio- 
myelitis the importance of maintaining position sense 
in the lower extremities is well known, and can be 
accomplished by elevation of the head of the bed to 
allow constant pressure against a foot board. The 
prevention of contractures of the feet in severe burns 
can be achieved in a similar way (Figure 1). 
Elevation of the foot of the bed to varying levels 


Figure 1. 


is important in the treatment of thrombophlebitis and 
varicose veins and in the postoperative care of pa- 
tients who have undergone femoral or vena caval 
ligation. In many instances prolonged treatment is 
necessary at home after the patient has been dis- 
charged from the hospital. The apparatus illustrated is 
simple to build, strong and effective. Two side boards, 
slotted, are built into a well-supported frame. A bed 
board that supports the mattress and to which an up- 
right foot board is attached, is supported on a cross bar 
that fits into the notches of the side boards. The frame 
is light, strong and easily adjusted. By simply turning 
the patient completely about, it can be used to elevate 
either the head or the feet. 
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4 yan Pee In 2,699 patients in whom there were no clinical signs 
SQW ZEA of cancer, vaginal cytodiagnosis was applied routinely. 
Z Vf. Sal Eleven cases of cancer of the cervix or endometrium 
=| ey were discovered. All were stage zero or stage one 
HS in a final pathologic appraisal. It is doubtful 
KSB that a diagnosis of cancer would have been made so early 
<> in any of these cases if the vaginal smear had not been 
chabert a routine part of the physical examination. 


Vaginal Cytodiagnosis in a General Practitioner's Office 


BY CECILE L. FUSFELD, M.D. 


Washington, D.C. 


‘As LONG as the mechanism of malignant changes in 
the cell remains a mystery, and as long as the cure for 
advanced cancer remains impossible, the most effec- 
tive efforts toward cancer control are those aimed at 
recognition and treatment of early malignant lesions.” 

This quotation is from CA Bulletin of Cancer Prog- 
ress for September, 1954. The American Cancer So- 
ciety has advocated from its beginning that cancer con- 
trol start in the physician’s office, and its program of 
education of the layman and the doctor has been di- 
rected toward that end. This implies the expectation 
that the physician live up to the role of detector of 
early cancer. 

Results of studies of routine vaginal smears for 
screening large numbers of women as a public health 
measure show them to be costly and unwieldly, even 
if productive. Many more women can be reached in the 
office of every physician, where patients come in with 
or without possible symptoms of cancer, and what an 
opportunity is presented for a true humanitarian serv- 
ice! It is an unhappy fact that during the next 12 
months, 25,000 women will die of cancer of the repro- 
ductive tract. It has been estimated that 20,000 of them 
could have been saved by early detection. 

Prior to 1912, pathologists in general considered 
that the diagnosis of squamous cell carcinoma of the 


GP October 1955 


cervix should be made only when clear-cut evidence of 
invasion was demonstrated. When it was shown in 
1912 by Schottlander and Kermauner that the cervical 
epithelium could show malignant changes, but without 
invasion of the underlying stroma, and suggested that 
this might represent a stage of pre-invasion, or the 
earliest stage in malignancy, the theory of carcinoma- 
in-situ gradually became accepted. This stage has be- 
come variously designated as carcinoma-in-situ, intra- 
epithelial, pre-invasive, noninvasive, potential cancer 
and stage zero. 

According to the League of Nations classification, 
stage zero represents a period when no ulceration is 
present clinically and only malignant transformation 
of the surface epithelium is demonstrated microscopic- 
ally. Whether this earliest phase should be called car- 
cinomatous or precancerous or otherwise has been 
the subject of much discussion. However, Anderson, 
among other pathologists today, believes that this 
early phase of pre-invasive growth should be consid- 
ered carcinoma and not precancerous. Much evidence 
has been collected to indicate that the surface change 
of the epithelium in these early cases is followed by 
downgrowth and invasion, although the interval before 
downgrowth occurs may be months or years. 

Pre-invasive carcinoma of the endometrium has also 
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Figure 1. Equipment for making vaginal smears. 


been demonstrated and brought to the fore, especially 
by Hertig who has shown that so-called endometrial 
hyperplasia had progressed to invasive carcinoma of 
the uterus, and that certain types of so-called hyper- 
plastic endometria were actually malignant changes in 
the pre-invasive stage. 

Cytologic techniques for diagnosis of cancer are 
now recognized as an established science in the field 
of medicine. However, a few short years ago it was 
looked upon as an innovation—something of a “‘step- 
child.” Like all new techniques it had to vindicate it- 
self. Was it practical as a working office routine? Was 
the procedure readily mastered by the ordinary prac- 
titioner? Could he afford the expenditure of time and 
effort required? Would it result in early diagnosis and 
cure? The report that follows is an answer to the 
doubts expressed by such questions. Essentially it is 
the report of one doctor’s clinical experience with the 
routine vaginal smear. 

On the subject of routine vaginal smears, I have 
questioned a number of people. One gynecologist has 
said, “We cannot practice gynecology without doing a 
vaginal smear.”’ But in this instance, it should be add- 
ed, he is connected with a clinic that does it for him. 
Another has exclaimed, “Impossible! How can we do 
routine vaginal smears on all women?” Between these 
two extremes is the general practitioner who does a 
vaginal smear on any patient who asks for it. Others 
do smears on any eroded cervix, or if there is a history 
of irregular bleeding. However, it is becoming general- 
ly accepted that the vaginal smear or cervical scraping 
should be a part of a complete gynecologic examina- 
tion. 

Histologic examination of tissue removed by biopsy 
remains the basic diagnostic procedure for detection 
of malignancy, but the simple routine vaginal smear is 
a guide as to when to biopsy. Finding an apparently 
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normal cervix and uterus by palpation and inspection. 
in a patient without symptoms of discharge or abnor- 


-mal bleeding, does not rule out incipient cancer. 


Cytologic examination is an aid in diagnosis in such 
cases. 

Figure 1 illustrates the few simple essentials neces- 
sary for making the vaginal smear. These include (1) 
the Papanicolaou pipette with suction bulb which is 
inserted into the vaginal pool; (2) the Ayre spatula 
which is rotated around the cervical os for a gentle 
scraping of the cervix; (3) the three glass slides onto 
which the secretion is placed; (4) the Coplin jar con- 
taining equal parts of alcohol and ether, the fixing 
agent, into which the slides are placed. Fixing takes 
place in ten minutes, but slides may be left in the fix- 
ing agent indefinitely. 

The slides can be sent or mailed for staining and 
interpretation to the nearest pathologic laboratory 
doing this work; or, if one is so inclined (as I was), 
one can learn the technique of staining, reading and 
diagnosis of the slides by study at one of the labora- 
tories teaching this work (Dr. George N. Papanicolaou, 
New York City; Dr. J. Ernest Ayre, Miami, Florida). 
The few weeks of study, however, must be supplement- 
ed by industrious and persistent study of the physi- 
cian’s own daily sampling of vaginal smears. With 
perseverance and with corroboration of suspicious ma- 
terial by the local cytologist or pathologist, one will 
eventually be able to make his own diagnosis of ab- 
normal elements in the vaginal smear. Refresher study 
of microscopic pathology is also essential. And last but 
not least, it is to be remembered that this work is only 
the preliminary to histologic examination of tissue re- 
moved by biopsy from the cervix and by curettage from 
the endometrium for the final diagnosis before treat- 
ment is instituted. 

In 1948 and 1949, I spent three weeks and two 
weeks, respectively, studying at the laboratory of Dr. 
Papanicolaou. Also during those two years, I spent 
two afternoons a week in the cytology laboratory of the 
Warwick Memorial Clinic in Washington and a num- 
ber of months of one afternoon a week studying the 
pathologic slides at the George Washington Medical 
School. This was the preparation for the work. 

In my office, about 20 women patients are seen in a 
working day. From May, 1948, to August, 1954, my 
files contain vaginal smears on 2,699 patients whose 
ages range from 25 to 70. Some of these patients have 
had two to five smears throughout the years. 


The Office Technique 


The staining method used in this office is that ac- 
cording to Dr. George N. Papanicolaou’s Technique o/ 
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Staining Vaginal Smears. The stains are prepared, the 
staining done, and the slides covered with the cover 
slip by the office secretary as part of her daily routine 
duties. 

Two slides are made on each patient. Both the suc- 
tion pipette method from the vaginal pool and the 
Ayre spatula scraping from the cervix are employed. 
On an eroded cervix, the spatula method is preferred. 

The work of reading the slides is done mainly on 
two afternoons a week or in any other available time. 
On the average, four minutes are spent on one slide, 
but at times this may extend to hours in an individual 
case. Once the habit had been established, it became a 
compulsion. Not a patient is allowed off the examining 
table without a smear, and a slide once smeared and 
stained must be read. It had certainly become a rou- 
tine and, as all routines, gradually became easier. This 
work is drudgery, yes, but also inspiring. Every slide 
presents a challenge, every slide is an unsolved mys- 
tery, every slide is a possible discovery. 

Let us consider the cost of this procedure. Methyl al- 
cohol instead of ethyl is used for economy. It is pur- 
chased by the drum (5 gallons) at $11.00 a drum. I 
use about a drum a month. Ether is purchased at $1.25 
a lb., and I use about 2 lbs. a month. This comes to 
about $125.00 a year for alcohol and $30.00 a year 
for ether. Glass slides cost about $20.00 a year. Cover 
slips are put on the stained slide for reading only and 
are soaked off for use again and again. The cover slips 
are the most expensive single item, but used in this 
way, cost only about $20.00 a year. The slides are filed 
away in cardboard jackets easily made up for this 
purpose. Cardboard for jackets costs about $10.00 a 
year. Stains, if purchased already made up by the 
Ortho Company according to Papanicolaou, would 
have cost about $275.00 a year. However, made up in 
this office, the stains cost only about $50.00 a year. 
The above costs are estimated for the last year, in 
which approximately 1,000 patients received vaginal 
smears. The cost here amounted to about $245.00 a 
year. If stains are purchased, the cost per thousand 
patients would amount to about $500.00 a year (Table 
1). 


tase 


Approximate cost per 1000 smears. 


30.00 
10.00 
275.00 


GP October 1955 


A good microscope, of course, is an expensive item 
but should be as much a part of the practitioner’s 
equipment as his stethoscope. Its cost, spread out over 
the career years of the physician as capital investment, 
brings its annual rate to a very low figure indeed. 

Whether this outlay in money, over and above office 
routine work, is recovered is difficult to estimate, be- 
cause in this office the physical examination and the 
smear cost the patient only $10.00. The cost to the 
patient was kept the same as that of a physical exam- 
ination alone, since it was felt that cost should not be 
made a burden. There is the further advantage that 
thus the patient will not usually hesitate to return for 
the yearly examination. 


Results of Study 


In 2,699 patients who came for pelvic examinations, 
with or without gynecologic complaints, but having no 
clinical signs of cancer, 11 later proven cases of cancer 
of the cervix or endometrium (stage zero or stage one) 
were found by means of the vaginal smear. Patients 
who had obvious malignant lesions are not included 
in this series. Of the 11 cases, five were adenocarcinoma 
of the endometrium and six, squamous cell carcinoma 
of the cervix. This finding of 11 cases among 2,699 
women with or without gynecologic complaints has 
made the use of vaginal cytology seem greatly worth 
while. 

The cases here reported and described represent 
findings of proven cancer of the uterus in the earliest 
stage of the disease—stage one of the endometrium 
and stage zero of the cervix. In these cases, the diag- 
nosis of cancer would not have been made, but for the 
use of the routine vaginal smear. 

Case 1. A 44-year-old woman, unmarried, com- 
plained of a vaginal discharge for some weeks. There 
had been no abnormal bleeding. She had had gonor- 
rhea earlier in her life and feared the discharge was a 
reinfection of that disease. The uterus was freely mov- 
able and not enlarged, and the cervix was very slightly 
eroded. There was a foul discharge. 

The smear taken was a pipette suction from the 
vaginal pool. The cells seen were markedly malignant 
but could not be identified as to the type (Figure 2). 

Cervical biopsy from the eroded area, and uterine 
scraping showed these cells to be endometrial cancer. 
Clinically this was considered stage one (Figure 3). 

Treatment was radium insertion followed by radical 
hysterectomy six weeks later. 

Pathologic report on the tissue was “papillary 
adenocarcinoma of the uterus, Grade IV.” It is appar- 
ent, therefore, that this patient had a high grade of 
malignancy, but with minimal invasion. 
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Figure 2 (Case 1). Vaginal smear by suction pipette shows a group 
of cells typical of malignancy. Note marked variation in size, ir- 
regularity in shape, and variation in staining qualities of the 
nuclei. Note the lack of cytoplasm. These cells cannot be identified as 
being either epithelial or glandular. They do indicate a high grade 
of malignancy because of the lack of differentiation. 


Figure 4 (Case 2). This vaginal smear shows a group of cells with 
deeply staining nuclei which aroused suspicion of malignancy al- 
though they are well differentiated. The cytoplasmic-nuclear ratio 
is not too abnormal, but the nuclei are larger and stain more deeply 
than normal basal layer cells. 


Figure 3 (Case 1). Pathologic report on endometrial scrapings was 
papillary adenocarcinoma of the uterus—a high grade of malig- 
nancy as shown by disorderly growth of endometrial glands with 
highly intricate convolutions and branching. 


Case 2. A 70-year-old woman had had three uterine 
curettage operations about 20 years before, for exces- 
sive bleeding. She now complained of vaginal dis- 
charge and had had slight vaginal staining six months 
before. She was being treated for trichomonas vagi- 
nitis. The smear showed many trichomonads but also 
clumps of cells with hyperchromatic nuclei. Because 
of these ceils, a biopsy of the cervix and uterine scrap- 
ing were done (Figure 4). 

Pathologically the cervix was negative but the endo- 
metrial scrapings were diagnosed as endometrial carci- 
noma (Figure 5). Treatment was complete hysterec- 
tomy. 

Case 3. A 68-year-old woman reported her chief 
complaint as: vulvar pruritus. Earlier in life, she had 
had a suspension of the uterus following five pregnan- 
cies. She had been advised to have a vulvectomy because 
of certain vulvar lesions. The uterus was very small. 
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Figure 5 (Case 2). a (above). Shows piece of cervical biopsy across 
the lower area with the endometrial scrapings above it. The cervix 
is normal. The scrapings were diagnosed as adenocarcinoma of the 
uterus. Note the wild disorderly growth. Minimal invasion was 
also demonstrated. » (below). The normal cervix pictured here 
may well be compared with those following that represent carci- 
noma-in-situ. 
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Figure 6 (Case 3). Smear shows a group of cells with irregularly 
shaped nuclei and variation in staining properties. They do, how- 
ever, resemble glandular cells because of uniformity in size, and 
were diagnosed from the smear as of endometrial origin. Because of 
being so well differentiated, they are considered to be of early malig- 
nancy. A uterine scraping was decided upon because of these cells. 
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Figure 7 (Case 3). Pathologic study shows a low-grade cancer of the 
endometrium. There is overgrowth of glandular elements to a mod- 
erate degree, with piling up of the glandular epithelium. Even at 
low power, mitosis can be seen to be increased. 


The vulva was considered an early epithelial carcinoma. 

The vaginal smear showed an atrophic menopausal 
reaction, but with many clumps of darkly staining cells 
with irregular nuclei (Figure 6). 

Because of these cells it was decided to do a uterine 
scraping before the vulvectomy operation. While using 
the curette, the surgeon inadvertently punctured the 
uterus and was compelled to do an abdominal hyster- 
ectomy then and there. The pathologic diagnosis was 
adenocarcinoma of the uterus, Grade I (Figure 7). 

The patient subsequently had the vulvectomy and 
made a good recovery from both major operations. 

Case 4. This patient was a 62-year-old woman whose 
only complaint was pain in the right hip in 1949. Her 
pelvic history was negative. The pelvic examination 
was recorded as “‘cervix scarred and bleeds easily. 
Smear done. Suspicious.” 


GP October 1955 


Figure 8 (Case 4). Smear shows a group of malignant cells lying in 
a field of normal squamous cells. Marked variation from the nor- 
mal squamous cell is quite evident, with malignant characteristics 
well defined, i.e., irregularity in size of cells and in staining quali- 


ties of nuclei, disproportion in size between nucleus and cytoplasm. 
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Figure 9 (Case 4). The smear shows typical findings of radiation 
reaction in normal cells. The cells are squamous cells of the basal 
type seen in menopause and show radiation reaction by the vacuoli- 
zation and flattening of the cytoplasm. These changes in normal 
cells are present months or years following radiation treatment. No 
malignant cells seen. Such a smear is typical of radiation cure. 


Figure 10 (Case 4). Cervical biopsy shows area of cancer with the 
basement membrane intact. This low power section brings out the 
type of cell seen in the original smear in Figure 8. 
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Figure 11 (Case 5). With a history of irregular vaginal bleeding 
and staining, and the finding of groups of suspicious cells, a diag- 
nosis of possible uterine malignancy was entertained. These cells 
however, are not identifiable as glandular malignancy in them- 


selves. 


Figure 12 (Case 5). a (above). The uterine scrapings proved the above 
cells to be endometrial malignant cells diagnosed as papillary ade- 
nocarcinoma of the uterus, Grade III. There was minimal invasion. 
b (below). Patient is symptomless six years after treatment. 
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The smear showed many highly malignant cells 
(Figure 8). When the patient was advised to have a 
biopsy and a curettage, she refused, saying she was 
leaving the city to return to her home state. She was 
lost track of until 1953 when she returned. Again her 
complaint had nothing to do with her pelvis. She 
wanted treatment for a bad cold. The pelvic examina- 
tion then was considered negative but the smear 
showed radiation reaction (Figure 9). When questioned 
she unwillingly related that she had had radium treat- 
ments in 1951. She apparently had an attitude toward 
cancer that we often meet with, one of complete rejec- 
tion. 

The slide received from the hospital where a cervi- 
cal biopsy was done showed squamous cell carcinoma 
of the cervix (Figure 10). 

Case 5. A 42-year-old woman had been treated for 
“menopause” with hormones for four months. Her 
periods had been irregular for those four months with 
almost constant staining or frank bleeding. The uterus 
was not enlarged, and the cervix appeared healthy. 
There was bleeding from the os. 

The smear showed suspicious clumps of cells (Fig- 
ure 11). A curettage was done, at which time so much 
tissue was removed as to arouse a suspicion of incom- 
plete abortion. However, the uterine scrapings were 
diagnosed as adenocarcinoma. Complete hysterectomy 
was performed (Figure 12). 

Case 6. This was a 31-year-old woman who had been 
married five years and came in for treatment of steril- 
ity. Eleven years earlier she had been treated for “‘in- 
flammation of the tubes and ovaries.” The pelvic ex- 
amination was considered clinically negative, the cer- 
vix showed only an innocent-appearing superficial 
erosion. 

The vaginal smear showed suspicious cells (Figure 
13). 

A biopsy of the eroded area of the cervix was done. 
The pathologic report on the biopsy was “‘squamous 
cell carcinoma of the cervix, Grade II, with areas of 
invasion into the stroma.” 

Complete hysterectomy was done in another hos- 
pital at a later date. Pathologic diagnosis on the tissue 
was “carcinoma-in-situ cervix uteri:”” Apparently the 
area showing invasion had been removed by the biopsy 
(Figure 14). 

Case 7. A 46-year-old woman told of having missed 
an occasional period in the past nine months, but had 
been having heavy bleeding at the time of the periods 
not missed. 

Pelvic examination was negative except that the cer- 
vix bled readily on scraping with the Ayre spatula. Her 
mother, aged 66, was at that time being treated for can- 
cer of the cervix. 
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Figure 13 (Case 6). a (above), b (below). A group of cells with 
obvious malignant characteristics. These are cells of cervical epi- 
thelium. Note the enlarged nucleus in comparison to cytoplasm of 
the cells. Note the irregular staining qualities of the nuclet. These 
cells are typical of low-grade malignancy since they do not show a 
great deal of variation from the normal cells of the basal layer of 
the cervical epithelium. Compare with a high-grade malignant type 
of cell in Figure 2. 


Figure 14 (Case 6) (shown sideways, top at right). Histologic section 
shows marked overgrowth in thickness of the cervical epithelium 
vith increased activity of the basal cells. There is, however, no in- 
aston below the basement membrane. Compare this overgrowth 
vith the normal piece of cervical tissue shown in Figure 5. 
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Figure 15 (Case 7). These cells are typical of squamous cell malig- 
nancy. There is some resemblance to normal squamous cells, but 
with definite changes in size and staining qualities of the nuclei. 


Figure 16 (Case 7). The tissue section shows definite overgrowth of the 
surface epithelium without breakthrough of the basement membrane. 


Figure 17 (Case 7). This section shows downgrowth of the epithelium 
still without breaking down of the basement membrane. Epithelial 
pearl formation is shown here; this is typical of epithelial cancers. 
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Figure 18 (Case 8). The cells in this smear are typical glandular 
type malignant cells. The cytoplasm shows mucoid secretion. The 
nuclei show hyperchromatism with multiple nucleoli. 


Figure 19 (Case 8). The tissue section shows active overgrowth of the 
glandular endometrium. Diagnosis was adenocarcinoma of the 
uterus, Grade II. 


The vaginal smear showed many cells with deeply 
staining nuclei and much blood (Figure 15). A cer- 
vical biopsy and uterine scraping were done. The 
uterine scrapings were diagnosed as “atrophic endo- 
metrium” and the cervical biopsy as “‘carcinoma-in- 
situ” (Figures 16 and 17). Complete hysterectomy was 
performed. 

The pathologic diagnosis was squamous cell car- 
cinoma-in-situ, cervix. 

Case 8. This patient was a 69-year-old woman who 
was troubled with a thyroid nodule. The pelvic exam- 
ination revealed a small atrophic uterus and cervix. 

The vaginal smear was surprising in that, instead of 
the expected menopausal atrophic cells, there was 
much blood and many “highly active” endometrial 
cells (Figure 18). These were certainly abnormal at her 
age. She had to be urged to undergo a curettage and 
finally consented. 
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Pathologic report on the frozen section of the scrap- 
ings was “endometrial hyperplasia.”” The operation 
for removal of the thyroid nodule was performed. 
While the patient was still in the hospital, the final 
pathologic report on the scrapings was received as 
‘adenocarcinoma of the uterus, Grade II” (Figure 19). 

Treatment was radium insertion followed by com- 
plete hysterectomy six weeks later. 

Case 9. In 1949 this 44-year-old nulliparous woman 
came in with symptoms of irritating vaginal discharge. 
The smear showed normal squamous cells with a 
trichomonas infection (Figure 20). She was followed 
with routine vaginal smears in 1950, 1951 and 1952 
which were all negative. In 1953, the smear showed a 
few clumps of suspicious cells (Figure 21). She was 
called in for re-examination four months later and, in 
1954, the smear showed many clumps of these ab- 
normal cells (Figure 22). 

Cone biopsy of the cervix done at the U.S. Naval 
Hospital was reported as carcinoma-in-situ of the cer- 
vix (Figure 23). This was treated by total hysterectomy. 

Case 10. A 45-year-old woman was advised by her 
hairdresser to have a physical examination because of 
two small areas of alopecia. There were no gynecologic 
complaints. 

The routine pelvic examination showed the cervix 
to be cystic and eroded. The routine vaginal smear 
showed very abnormal cells (Figure 24). 

A cone biopsy of the cervix was considered to be 
carcinoma-in-situ by one pathologist. Another pathol- 
ogist, however, made a diagnosis of chronic cervicitis 
showing marked dyskeratosis. He wrote the following 
description: 

“Sections from the biopsy from the cervix reveal an 
irregularly broadened superficial stratified squamous 
epithelium. Most of the cells show unusual activity and 
have hyperchromatic nuclei. An occasional mitotic fig- 
ure is noted. This epithelium goes rather deeply into 
the underlying tissue and in one area completely en- 
compasses a gland. Just above this there is found what 
appears to be a breakthrough into the underlying 
matrix. The picture is that of a marked dyskeratosis 
and, as noted, appears to be breaking through the 
basement membrane in one small area. These sections 
were examined by several other pathologists and al- 
though this is not considered by one of them to be 
frankly malignant it is recommended by the others 
that a total hysterectomy is the procedure of choice in 
this case” (Figure 25). 

To further complicate this case, the surgeon had 
the long-standing habit of cauterizing every cervix im- 
mediately prior to the total hysterectomy. Thus there 
was a pathologic report on the surgical specimen as 
follows: 
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Figure 20 (Cause 9). This is an example of a normal smear that this 
patient showed yearly from 1949 to 1953. There is present in this 
smear at least one trichomonad. 


Figure 21 (Case 9). These cells were first picked up in the smear of 
1953. They are typical of changed squamous cells and are found in 
low-grade malignancy. Compare with high-grade malignant cells 
shown in Figure 2. 


Figure 22 (Case 9). Four months later the smear shows cells that 
are of a more malignant character, beginning to lose some of the 
identity of squamous cells. The nuclear chromatin is denser and the 
nuclei are larger in proportion to the cytoplasm. They are taking 
on the characteristics of undifferentiated cells. 
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Figure 23 (Case 9). The tissue section shows overgrowth of the sur- 
face epithelium and hyperchromatic cells up to the periphery of the 
epithelium. The cells present here can almost be recognized as those 
present in Figure 21 which were picked up from the vaginal pool. 


Figure 24 (Case 10). The changed cells here do resemble the squa- 
mous cells as can be clearly seen. There is every grade of change 
from the normal squamous cell with large amount of cytoplasm and 
pyknotic nucleus to the transition of the large vesicular nucleus with 
no cytoplasm. There are at least 11 cells in this slide, each showing a 
varying grade of malignant change from the normal. 


Figure 25 (Case 10). The tissue section shows the marked activity and, 
in imagination, even the area of desquamation that accounted for 
the cells being present in the vaginal smear. There is marked thick- 
ness of the cervical epithelium. There is no invasion below the base- 


ment membrane. 
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Figure 26 (Case 11). Smear shows malignant squamous cells. By 
this time the reader will recognize them as such without descripti 


“Serial sections from the cervix uteri reveal most 
of the epithelium to have been destroyed by cauteri- 
zation.” 

Case 11. A 35-year-old woman who had had one 
child at age 17 came in with complaints of nervousness 
and insomnia. There was no gynecologic complaint. 
She was menstruating regularly. Pelvic examination 
was normal except that the cervix bled easily on 
scraping. The vaginal smear showed abnormal cells 
(Figure 26). 

A cone biopsy of the cervix was diagnosed as car- 
cinoma-in-situ (Figure 27). Total hysterectomy was 
performed. The pathological report on the tissue was 
the same: carcinoma-in-situ. 


Summary and Discussion 


The cases described are of special significance since 
the diagnosis would not have been made but for the 
routine use of the vaginal smear. The pathologic re- 
port in each of the six cases of carcinoma of the cervix 


Figure 27 (Case 11). The tissue section is a beautiful example of 
intraepithelial overgrowth and activity with even a pearl formation 
present, and without invasion of the basement membrane. 


was “‘carcinoma-in-situ”’ (stage zero in the disease). 
The five cases of endometrial cancer were diagnosed as 
stage one. This is a ratio of 0.42 per cent of unsuspect- 
ed cancer of the uterus in patients who came in for ex- 
amination with or without gynecologic complaints. 

In answer to those who still believe in the biopsy 
alone as a cancer detector, I would point out that 
biopsy would be done only on a cervix that shows a 
lesion, and a diagnostic curettage only when symp- 
toms of irregular bleeding are present, while the vag- 
inal smear will trigger the process of discovery of an 
incipient cancer by the finding of suspicious cells in 
an otherwise symptomless case. 

It is only by finding incipient cancer that we will 
reduce the death rate from this disease. I trust the ef- 
forts here described will prove that much may be at- 
tained by the clinician in his office. It is the clinician 
who has the responsibility for the diagnosis and treat- 
ment of cancer, and in the vaginal smear there is the 
means at hand for diagnosis of early cancer of the 
uterus. 


Acute Head Injury 


ASIDE FROM DAMAGE to the brain itself, the factors that 
determine mortality in patients with acute head injury are 
those that determine mortality in trauma generally: shock, 
asphyxia, concomitant injury to other systems, concomi- 
tant medical disease, infection, and thermal and radiation 
injuries. On the basis of 1,000 consecutive patients with 
head injury admitted to one hospital, a classification was 
made of acute head injury cases that combines a clinical 
and pathological approach to the problem and enables the 
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house physician to take a more objective and complete 
view of the injured patient. Respiratory embarrassment was 
the most serious complicating factor in this series of cases, 
and it was treated with tracheostomy or endotracheal suc- 
tion. The outlook for the seriously injured patient is still 
poor. Serious brain damage may preclude a good result 
regardless of treatment; however, the methods of manage- 
ment of the other factors causing death should be examined 
for any improvements that could be made.—A.ex W. Uun, 
M.D., AXEL K. OLSEN, M.D., and WituiAM L. MARTIN, M.D., 
J.A.M.A., 157:496, 1955. 
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Localized Fibrous Mesothelioma of the Pleura 


THERE ARE two types of primary pleural tumors. The 
first and more common type is highly malignant and 
arises from the surface lining of the pleura. The second 
variety is a localized tumor that originates from the 
connective tissue layer beneath the superficial lining 
cells of the pleura, and is called localized fibrous 
pleural mesothelioma. This tumor usually behaves in a 
benign fashion—occasionally it is frankly malignant. 
Localized fibrous pleural mesotheliomas are encap- 
sulated and composed of spindle-shaped cells and con- 
nective tissue. Because of this histologic appearance, it 
has been mislabeled not infrequently, neurofibroma or 
neurofibrosarcoma. The tumor most commonly is at- 
tached to the parietal or visceral pleura by a pedicle and 
projects into the pleural cavity. Some may lie within 
an interlobar fissure while others are imbedded in the 
lung but are firmly attached to the visceral pleura. 
About two-thirds of the patients with this tumor 
have striking clinical manifestations referable to the 
joints. In many cases the arthritic symptoms cause the 
patient to seek medical attention, and vary from ar- 
thralgia to severe arthritis clinically indistinguishable 
from acute rheumatoid arthritis or rheumatic fever. 
Clubbing of finger tips and toes is common. Chills and 
fever may occur when joints are painful and swollen. 
Other patients are asymptomatic, the tumor being 
discovered during routine chest x-ray examination. 
Roentgenographic examination discloses a solitary 
mass indistinguishable from the many other causes of 
localized intrapulmonary tumor, and does not indicate 
the pleural origin of the lesion. However, in a patient 
with such an intrathoracic density in whom there is 
evidence of swollen, painful joints and clubbing of the 
fingers, accompanied by chills and fever, localized 
fibrous pleural mesothelioma should be strongly sus- 
pected. In these patients, artificial pneumothorax may 
reveal the mass projecting into the pleural cavity from 
the chest wall or may indicate its attachment to the 
visceral pleura. Pleural effusion may be present with- 
out being an indication that the tumor is malignant. 
The tumor should be excised without sacrifice of 
lung tissue wherever possible. In those that are at- 
tached by a pedicle, this should always be possible. 
- Occasionally, one or more lobes of the lung may have 
to be removed to assure complete removal of the mass. 
Pneumonéctomy should rarely be necessary. A mis- 
taken biopsy report of fibrosarcoma is responsible for 
inost pneumonectomies performed for this condition. 
‘There is immediate and complete relief of the arthritic 
manifestations following the removal of the tumor. 
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BY SOL KATZ, M.D. 


Figure 1. Solitary intrathoracic ovoid opacity in contact with chest 
wall. Diagnosis: fibrous pleural mesothelioma. 


Figure 2. Lung specimen in same case as in Figure 1. The tumor 
mass is attached by a pedicle. Pneumonectomy was performed because 
of mistaken frozen-section diagnosis of neurofibrosarcoma. 
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THE FUNCTIONAL UNIT OF THE KIDNEY 


GLOMERULUS 
Excretion of Metabolic Waste Products: 
1. Nitrogenous — Urea, Uric Acid, etc. 
2. Phosphate and Sulfate 
3. Organic Acids 


( PROXIMAL TUBULE 
Reabsorption and Conservation of 
1. Sodium, Potassium, Chloride, Bicarbonate 
2. Calcium and Phosphate 
3. Glucose 


DISTAL TUBULE 

1. Regulation of Water Excretion 
by Active Reabsorption 

2. Acidification of Urine by Excretion 
of Hydrogen and Ammonium lons, in 
Exchange for Sodium 

3. Tubular Excretion of Potassium 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP Department. 

This is the fourth of twelve from the 
University of Rochester School of Medicine, 
Rochester, New York. 


Practical Therapeutics 


THE MANAGEMENT OF CHRONIC RENAL DISEASE 


BY JOHN R. JAENIKE, M.D. 


Department of Medicine, University of Rochester School of Medicine and Dentistry 


Rochester, New York 


THE RECENT ADVANCES in our knowledge of renal phys- 
iology and water and electrolyte metabolism have pro- 
vided the clinician with the means of making a rational 
and systematic approach to the problem of the failing 
kidney. Although certain aspects of renal physiology 
remain controversial, sufficient fundamental data are 
known on which to base the evaluation and therapy of 
the patient with chronic renal disease. Nevertheless, 
these few relatively simple and basic principles are fre- 
quently disregarded by those physicians responsible 
for patient care, with resultant mismanagement of the 
patient. Or a hopeless or resigned attitude is adopted 
in the face of a chronic uremia, before all methods 
available for the symptomatic and functional rehabili- 
tation of the patient have been utilized. It is the pur- 
pose of this paper to review the management of chronic 
nephritis on the basis of such a functional or physio- 
logic approach. 

The diagnosis and treatment of the basic disease 
and the symptomatic and supportive therapy of the 
patient are of course equally important, although they 
will not form part of this discussion. 

The frontispiece of the essay depicts a nephron as 
the vital functioning unit of the kidney, and lists the 
more important functions of its various components. 
Total renal function represents the sum of the func- 
tions residing in each of its nephrons. Any one or, 
more frequently, several of these mechanisms may be 
impaired in the individual patient. Although the type 
0 functional impairment may bear a close relationship 


GP October 1955 


to the underlying disease process, it will be seen that 
late in the course of chronic renal disease the damage 
is more diffuse, and this relationship will no longer 
exist. 

It follows therefore that each patient must be in- 
dividually evaluated, since the type and degree of renal 
dysfunction may vary widely. 

There is no shortcut that can be taken in the man- 
agement of this clinical problem; one cannot categor- 
ize the patient and the treatment. Therapy must be 
based on a knowledge of normal renal physiology and 
on the assessment of functional impairment by clinical 
evaluation and proper utilization of clinical laboratory 
procedures. 

In Table 1 is shown a classification of the major func- 
tional disorders seen in chronic renal disease, and their 
resultant laboratory and clinical manifestations. It is 
convenient to subgroup these into excretory failure, 
which is predominantly the result of reduced glomeru- 
lar filtration, and failure of conservation, resulting from 
defective tubular function. 

In normal man, about 120 cc. of plasma is filtered 
through the glomeruli each minute, as measured by 
the clearance rate of inulin. Normal filtration is de- 
pendent upon: (1) an adequate flow of blood through 
the glomerular capillaries, and (2) the integrity of the 
glomerular capillary wall, which must permit free dif- 
fusion of a protein-free plasma filtrate from the vas- 
cular compartment into the glomerular space and 
thence down the renal tubule. 
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Varieties of Renal Functional Failure and Their Manifestations. q 
MANIFESTATIONS 
TYPE OF RENAL FAILURE Clinical Chemical 3 


A. Feilure of Excretion (Glomerular) 


1, Nitrogenous waste products Uremic syndrome Azotemia 
2. Phosphate Neuromuscular irritability, High serum phosphorus 
tetany, convulsions Low serum calcium 
N 3. Organic and inorganic acids Hyperpnea, delirium, coma Acidosis, low serum CO, 
‘ B. Failure of Conservation (Tubular) 
1, Water Dehydration Hemoconcentration 
te 2. Sedium chloride Weakness, lethargy, Low serum sodium and 
3. Potassium Muscular weakness, paralysis Low serum potassium 
4. Bicarbonate Hyperpnea, delirium, coma ; Low serum CO; content 


Excretory Failure 


The glomerular filtration rate is reduced in a great 
variety of renal disorders. In glomerulonephritis, the 
glomerulus is primarily involved, and diminished fil- 
tration rate occurs early in the disease. While pyelo- 
nephritis essentially affects the tubular and interstitial 
tissue, in the course of the chronic form of the disease, 
filtration may be markedly reduced as a result of fibro- 
sis or hyalinization of glomeruli. 

Measurement of Filtration. The direct measurement 
of filtration rate by inulin clearance is not feasible in 
the clinical laboratory, nor is such a precise method 
necessary in clinical practice. The urea clearance test, 
when carefully done, is an accurate measure of kidney 
function. Unlike inulin, however, urea does diffuse 
back through the tubular epithelium. This is normally 
related to the rate of urine flow and can be corrected 
for in calculating the clearance rate. Therefore, al- 
though urea clearance is not a true measure of filtra- 
tion rate, in chronic nephritis it may be expected to 
vary with glomerular filtration and thus provide a 
means whereby this vital function can be assessed 
clinically. 

The test is of particular value in following renal 
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function before azotemia occurs. Since the blood urea 
nitrogen (BUN) concentration does not become ele- 
vated until urea clearance is depressed to approxi- 
mately 30 per cent of normal, considerable functional 
impairment may exist before nitrogen retention is 
present. With severe azotemia, urea clearance will be 
markedly suppressed, to less than 10 per cent of nor- 
mal, and the kidneys’ ability to excrete nitrogenous 
products can more accurately be assessed by serial 
determinations of the BUN or serum nonprotein nitro- 
gen (NPN) concentrations. 

Uremia. Although the precise chemical or metabolic 
disturbances responsible for the symptom complex of 
uremia are unknown, for practical purposes we may 
consider this syndrome as the clinical counterpart of 
advanced nitrogen retention. Specific therapy must 
therefore depend on sufficiently improving renal func- 
tion to promote the increased excretion of urea and 
other metabolic end products. In chronic nephritis, 
however, the pathologic changes in the glomeruli are 
usually irreversible. Exceptions may exist, as in acute 
exacerbations of chronic pyelonephritis or glomerulo- 
nephritis, in which edema and cellular infiltration may 
further depress renal function. In these instances suc- 
cessful management is often rewarded by improvement 


GP Volume XII, Number 4 


fi | i 
f 
| 


in function, with a return to previous levels. In gen- 
eral, however, the basic disease does not respond to 
our present means of therapy. On the other hand, var- 
ious potentially reversible extrarenal factors may ad- 
versely affect the course of chronic nephritis. 

Extrarenal Factors. In my experience these extra- 
renal factors play a major role in precipitating the hos- 
pital admission of most patients with chronic kidney 
disease. A sudden exacerbation or a rapid progression 
in the usually slow and insidious course of the disease 
should immediately lead the physician to suspect either 
that the nature or extent of the underlying disease 
process has changed, or that other mechanisms are re- 
sponsible for the deterioration of renal function. 

In Table 2 some of these factors are listed. The net 
effect of the hemodynamic mechanisms is a reduction 
in renal blood flow and consequent fall in glomerular 
filtration rate. As shown, salt depletion is also detri- 
mental by virtue of the concomitant dehydration and 
decrease in renal blood flow. Controversy exists as to 
the effects of acidosis or alkalosis on kidney function, 
but there is evidence that either may be detrimental 
to the diseased kidney. Potassium depletion appears 
to affect certain tubular functions, particularly the 
ability to concentrate the urine. 

Dehydration, acidosis and electrolyte depletion are 
frequently, at least in part, secondary to the renal dis- 
ease itself. In this instance therapy must be directed 
not only at correction of the particular defects present, 
but also at their prevention in the future course of the 
disease. The latter may involve maintenance replace- 
ment therapy of those substances that are excreted in 
excessive amounts in the urine. This will be discussed 
in detail in relation to failure of renal tubular mech- 
anisms. 

It should be noted that the factors listed are partial- 
ly or completely correctible in most instances, thus 
emphasizing the importance of a thorough evaluation 
of this aspect of the problem. The results of therapy in 
a patient with apparently severe irreversible renal dis- 
ease are often extremely gratifying. The following case 
history will illustrate this point. 


Illustrative Case 


N. O., a 57-year-old white male chef, was admitted 
to the Strong Memorial Hospital in November, 1954, 
with a chief complaint of hyperpnea and mental con- 
fusion. Three days previously he had been seen in the 
Emergency Division because of pain, swelling and red- 
ness of the left great toe. A tentative diagnosis of gout 
was made, and he was discharged on magnesium sali- 
cylate and colchicine. He took an unknown quantity 

these medications with partial relief of pain, but 
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two days before admission he became mentally con- 
fused, and the day prior to admission hyperpnea was 
noted. His fluid intake had been poor during this 
period, but there was no nausea, vomiting or diarrhea. 
He complained of severe thirst on the day of admis- 
sion. 

The past history was significant in that he was 
known to have had persistent albuminuria and occa- 
sional casts and white cells in the urine since 1931. 
There was no history of acute glomerulonephritis. 
The patient had had gonorrhea at age 16, chronic 
prostatitis from 1934 to 1938, and a questionable at- 
tack of acute pyelonephritis in 1943. His NPN had 
been slightly elevated on several occasions in the past 
and was 42 mg. per cent when last determined in 1946. 
He had experienced occasional migratory joint pain 
and swelling from 1931 to 1935, no definite diagnosis 
having been made. 

Examination on admission revealed dehydration, 
marked hyperpnea and severe delirium. He was afe- 
brile and had a blood pressure of 170/90. The re- 
mainder of the examination was essentially negative. 
The venous hematocrit was 40 per cent, falling to 30 
per cent several days later, after correction of the de- 
hydration. 

The urine revealed a specific gravity of 1.010, two- 
plus albumin, numerous red and white blood cells in 
the sediment, and no growth on culture. 


 Extrarenal Factors Affecting 
the Course of Chronic Renal Disease. 


1. Hemodynamic 
A. Decreased bloed volume 
1. Dehydration—with or without NaC! de- 
pletion. 
2. Hemorrhage—surgical shock. 
B. Hypotension 
1. Acute cardiac failure with fall in left ven- 
tricular output. 
2. “Reflex” shock—secondary to infection, 
physical trauma. 
Cc. Congestive heart failure 
il, Metabolic 
A. Disturbances in acid-base balance 
1. Metabolic alkalosis. 
2. Metabolic acidosis. 
4 B. Potassium depletion 
Cc. Sodium depleti ied by dehydrea- 
tion with consequent fall in blood volume 
and hypotension. 
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The pertinent blood chemical findings are listed in 
the table below: 


Days After Admission 


Admission 2 40 
BUN—mg. % 133 95 43 
CO2—mn.. /liter 5 21 27 
Calcium—mg. % 4.5 6.7 10.4 
Phosphorus—mg. % 11.4 9.6 3.3 


The blood salicylate level was not in the toxic 
range. As is shown, the immediate problems were de- 
hydration, azotemia, severe metabolic acidosis and 
hypocalcemia. Initial therapy consisted of 2,000 cc. of 
M/6 sodium lactate and 300 cc. of 5 per cent sodium 
bicarbonate solution, with 50 cc. of 10 per cent cal- 
cium gluconate added to the infusions. This was ad- 
ministered in a period of seven hours, at which time 
the serum CO, content was found to be 10 millimols 
per liter (mm./L.). He was subsequently given an ad- 
ditional 1,000 cc. of sodium lactate and 450 cc. of 5 
per cent sodium bicarbonate that evening, and the 
serum CO, rose to 21 mm./L. by the following morn- 
ing. Hyperpnea ceased, the delirium gradually cleared, 
and the patient was symptomatically much improved. 

During the next few days he received repeated in- 
travenous injections of calcium gluconate because of 
muscular twitchings and convulsions. He was placed 
on an oral fluid intake of at least 3,000 cc. daily, sup- 
plements of 5 per cent glucose solution intravenously 
being given as necessary. In addition he was given 30 
cc. of aluminum hydroxide gel, 1.0 gram of calcium 
gluconate in suspension, and 10 cc. of 25 per cent 
sodium citrate solution, each four times daily by 
mouth. Further chemical and clinical improvement 
was slow but progressive, and by the fortieth hospital 
day, all serum electrolytes were normal and the BUN 
was only moderately elevated. He was subsequently 
discharged and has remained essentially asymptomatic 
on the above therapeutic regimen. 

Comments. Although the exact nature of this pa- 
tient’s chronic renal disease is unknown, the most 
likely diagnoses considered were chronic glomerulo- 
nephritis or chronic pyelonephritis. The question of 
gouty nephritis had been raised, but was thought at 
most to be of secondary importance. Despite the fact 
that the precise nature of the events leading up to hos- 
pital admission was not determined, it was immediately 
evident that dehydration with severe metabolic acido- 
sis was contributing to the picture of advanced renal 
failure. Therapy directed at the correction of these 
metabolic disturbances was successful in restoring the 
patient to his previous clinical and renal status. Al- 
though his immediate response to treatment was satis- 
factory, further improvement required nearly two 
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months of persistent attention before a completely sat- 
isfactory therapeutic response was obtained. 

The rise in serum phosphorus seen in association 
with renal failure results from decreased filtration at 
the glomerulus, and is thus analogous to the rise in 
the BUN. However, it gains its clinical significance 
from the resultant fall in the serum calcium concen- 
tration. Hypocalcemia may be sufficiently severe to 
produce muscular twitching, tetany or actual grand 
mal convulsions. These symptoms are usually effec- 
tively treated by the administration of 10 per cent so- 
lution of calcium gluconate intravenously. A 10-cc. 
dose may suffice, but often larger amounts are required 
and should then be added to an intravenous infusion 
to allow a slower rate of administration. 

The effect is merely temporary, however, and the 
serum calcium will rapidly return to its previous level 
unless the elevated serum phosphorus can be correct- 
ed. This may be brought about by any measure that in- 
creases the filtration rate, but where improvement in 
renal function cannot be attained, it has been found 
that aluminum hydroxide gel will adsorb phosphate in 
the intestine and increase its fecal excretion. A dose 
of 15 to 30 cc. several times daily over a prolonged 
period is often effective in lowering the serum phos- 
phorus and thus effecting a rise in serum calcium con- 
centration. An adequate intake of calcium should be 
provided, either in the form of milk or calcium salts, 
such as calcium gluconate, 3 to 5 grams daily. 

The retention of acid substances, organic and in- 
organic, due to impaired excretion, plays a variable 
role in the etiology of nephritic acidosis, but is usually 
of considerably less importance than the failure of 
tubular mechanisms. Accumulation of ketonic acids in 
the body fluids, resulting from an inadequate caloric 
intake, may enhance renal acidosis. This can be effec- 
tively prevented or treated by supplying sufficient car- 
bohydrate (100 to 150 grams daily). When necessary, 
parenteral glucose solution should be given. The spe- 
cific treatment of renal acidosis will be discussed in the 
following section. 


Failure of Tubular Mechanisms 


The kidney is more than an excretory organ. It has 
a regulatory function as regards the volume and com- 
position of the body fluids. This function is dependent 
upon the ability of the renal tubule selectively to re- 
absorb water and electrolytes from the glomerular fil- 
trate, and to secrete certain substances into the urine. 
Tubular dysfunction is often the predominant disorder 
in pyelonephritis, and is also present in chronic 
glomerulonephritis. 

Those tubular functions with which we are primar- 
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ily concerned in renal disease are the reabsorption of 
water and the regulation of acid-base and electrolyte 
balance. It will be seen that therapy in this type of 
disturbance is more satisfactory than in excretory fail- 
ure, since it mainly involves administration of sub- 
stances that have been depleted from the body fluids. 

Water. According to current concepts, approximate- 
ly 85 per cent of the water filtered at the glomerulus 
is passively reabsorbed in the proximal tubular seg- 
ment, this fraction accompanying electrolytes, glu- 
cose, amino acids and other substances selectively and 
actively reabsorbed. This process is known as obliga- 
tory reabsorption since it proceeds independently of 
the water equilibrium of the body as a whole. 

In the distal tubule, active, so-called facultative re- 
absorption of water takes place. Here water is reab- 
sorbed according to the body’s needs, a mechanism 
that is regulated by the secretion of the antidiuretic 
hormone of the posterior pituitary gland in response 
to changes in serum osmotic pressure. This function 
is dependent upon the integrity of the distal tubular 
mechanism involved. The frequent finding of a dilute 
urine of low, relatively fixed specific gravity in chronic 
renal disease is indicative of partial failure of faculta- 
tive water reabsorption. 

Clinically, this tubular function can be assessed by 
the use of a urine concentration test, such as that de- 
vised by Fishberg. The test is dependent on the abil- 
ity to concentrate the urine to a specific gravity over 
1.022 after a 24-hour fluid fast. The test is invalid if 
the patient is excreting edema fluid at the time, as this 
will tend to dilute the urine and dower the specific 
gravity. In advanced renal disease, the specific gravity 
may be fixed at 1.010, and with less severe tubular 
disease, gradations between this and the normal re- 
sponse will be found. 


ds. 


This functional restriction has definite practical im- 
plications as regards the management of the patient. 
The kidney is presented each day with a given amount 
of soluble material for excretion in the urine, quanti- 
tatively expressed in milliosmols. This quantity will 
vary according to the total calories burned and the 
source of these calories. In Table 3, data are given 
comparing the normal with a patient whose capacity 
to concentrate the urine is limited by disease. Present- 
ed with a similar solute load, it may be seen that the 
individual with renal disease must excrete nearly three 
times as much water to rid the body of this “waste” 
material. Allowing for an identical insensible water 
loss, his minimal daily water requirement is consider- 
ably higher than the normal. The usual ambulatory 
patient will respond to this need by increasing his 
water intake, because of thirst. This accounts for the 
polydypsia and polyuria of chronic nephritis. 

In a situation where sufficient water cannot be in- 
gested, due to gastrointestinal disturbance, or where 
the patient cannot respond to a normal thirst mech- 
anism, as in delirium and coma, the physician must be 
aware of the increased need for water and supply it, 
by parenteral means if necessary. Failure to do so will 
result in dehydration and further deterioration of re- 
nal function, as has been discussed. In the patient un- 
able to drink, unless specific electrolyte deficiencies 
are present, 5 per cent glucose in water intravenously 
is satisfactory replacement therapy. 

No arbitrary rule can be given concerning the 
amount of fluid necessary in the individual case. This 
will depend on the clinical evidence of dehydration 
and the response to therapy, in terms of urinary out- 
put, fall in BUN, and clinical improvement. Usually at 
least 3 to 4 liters will be required in the first 24 hours, 
and further therapy decided upon at the end of that 


é The Influence of Renal Concentrating Ability on the Daily Water Requirement. 


Solute load presented to the kidneys for excretion = 1,200 milliosmols a day 


Normal Kidney disease 

Maximal urine solute concentration expressed as milliosmols per liter 1,400 500 
Minimal urinary output 860 cc. 2,400 cc. 
Daily insensible water loss 800 cc. 800 cc. 
Minimal daily water requirement 1,660 cc. 3,200 cc. 
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period. If urinary output does not rise with the resto- 
ration of normal hydration, one must be extremely 
cautious about continuing intensive fluid administra- 
tion. The possibility that one is dealing with acute 
renal shutdown, so-called “lower nephron nephrosis,” 
must be kept in mind under such circumstances. There 
is no evidence that one can “force” a diuresis by over- 
hydrating a patient. 

Acid-base Balance. Failure of tubular mechanisms 
plays a predominant role in the etiology of nephritic 
acidosis. The conservation of filtered sodium bicarbou- 
ate, by reabsorption in the proximal tubule, and se- 
cretion of acid and ammonium in the distal tubule in 
exchange for sodium, and the buffering of excreted 
acids in the urine, primarily with phosphates, are vital 
mechanisms for maintaining normal acid-base relation- 
ships in the body fluids. As has been stated, the tend- 
ency to develop acidosis may be increased by defective 
filtration of acidic substances and the development of 
ketosis. 

Tubular failure manifests itself in a depletion of the 
body’s bicarbonate stores. This will be reflected by a 
decrease in the CO: content of the serum, and the 
acidosis of renal disease can most readily be followed 
by the use of this determination. Measurements of the 
urinary titratable acidity or ammonium excretion will 
quantitatively define the tubular defect, but are not 
essential to the adequate clinical management of the 
patient. 

Insofar as the acidosis is due to tubular failure and 
consequent depletion of sodium bicarbonate, it can be 
corrected by the administration of alkaline salts. Se- 
vere acidosis, manifested by a serum CO, content of 
less than 10 millimols per liter (mm./L.) demands 
prompt and vigorous treatment. Intravenous therapy 
is often necessary. Two liters of M/6 sodium lactate 
solution or 15 to 25 grams of sodium bicarbonate add- 
ed to glucose solution may be given initially, and the 
patient then re-evaluated from the standpoint of the 
serum CQO, content and symptomatic improvement. 
Additional alkali therapy should then be given as in- 
dicated. The degree of hyperpnea is usually an ade- 
quate clinical gauge of the severity of the acidosis. 

Caution must be exercised not to overtreat with al- 
kali, since these patients, deprived of normal renal 
regulatory mechanisms, may easily be made alkalotic. 
In addition, the danger of precipitating cardiac fail- 
ure by the administration of excess sodium must be 
kept in mind. It should also be emphasized that unless 
there is evidence of salt depletion contributing to the 
acidosis, the administration of salt will not be bene- 
ficial. Indeed, salt may be detrimental in this situation, 
since it will tend to elevate the serum chloride con- 
centration and further depress the CO, content. 
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Oral therapy is adequate for the ambulatory patient 
or those with moderate acidosis who can take oral 
medications. Sodium citrate, lactate or bicarbonate 
may be used. Dosage will have to be adjusted to the 
individual patient. One may start with an arbitrary 
dose of 1 or 2 grams several times daily and regulate 
this according to the serum CQ, content. 

The problem of concomitant nephritic acidosis and 
congestive heart failure is difficult and often insoluble. 
Sufficient alkali must be given to prevent severe or 
symptomatic acidosis, yet complete correction to a 
normal CO, content should not be attempted if it in- 
volves precipitating heart failure. 

A frequently encountered syndrome is that of hy- 
perchloremic acidosis, also called renal tubular acido- 
sis. It is seen predominantly in chronic pyelonephritis, 
where it may be accompanied by only a minimal or 
moderate decrease in urea clearance rate. Distal tu- 
bular damage with a resultant deficit in acid and am- 
monium secretion is thought to be the etiology. There 
is a consequent depletion of bicarbonate and certain 
cations, namely sodium, potassium and calcium. The 
serum sodium is usually normal, however, and an ele- 
vated serum chloride is characteristically present. 

In occasional patients the potassium loss may be 
very marked and may overshadow the other manifes- 
tations of the syndrome. Potassium depletion may be 
so severe as to produce muscular paralysis. In this 
situation therapy must include combined alkali and 
potassium administration. In the untreated patient. 
calcium loss may lead to hypocalcemia and ultimately 
demineralization gf bone (osteomalacia). 

The administration of alkali will prevent excessive 
urinary loss of calcium and potassium and will replace 
the bicarbonate deficit. The use of sodium citrate— 
citric acid mixture (98 grams sodium citrate and 140 
grams of citric acid, with water to make 1,000 cc.) has 
been found useful in these patients. The citric acid 
serves to make the intestinal contents more acid and 
thus enhances the absorption of calcium, an effect that 
is often desirable in this syndrome. Upon absorption, 
it is metabolized to citrate: which, with the sodium 
citrate in the mixture, will compensate for the urinary 
bicarbonate loss. An average starting dose of 30 cc. 
three times daily is usually satisfactory, with regula- 
tion of the dose as indicated by the patient’s response. 

In the presence of hypocalcemia, calcium salts should 
be given by mouth until this is corrected. When os- 
teomalacia is present, prolonged calcium and vitamin 
D therapy is indicated. Aluminum hydroxide gel is 
not indicated in hypocalcemia secondary to tubular 
acidosis, since phosphate retention is not involved in 
the etiology. 

The syndrome of hyperchloremic acidosis is seen 
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frequently after ureterosigmoidostomy. The exact path- 
ogenesis is unsettled, many investigators ascribing the 
chemical changes to absorption of urinary chloride 
through the intestinal wall. The alternative explana- 
tion is the production of tubular damage by ascending 
infection. Regardless, therapy is identical to that pre- 
viously discussed. 

Sodium and Chloride. Tubular reabsorption of these 
ions is normally adjusted so as to maintain a narrow 
range of concentration in the extracellular fluid. Ex- 
cessive salt loading results in prompt excretion of the 
surplus salt in the urine, whereas severe restriction is 
accompanied by prompt and efficient renal conserva- 
tion. In salt depletion, this conservation by the nor- 
mal kidney is virtually complete, excretion of these 
ions equalling less than one milliequivalent a day. 

Although many of the basic mechanisms remain ob- 
scure, the efficiency with which the kidney regulates 
salt excretion is indisputable. Tubular damage often 
leads to less effective salt conservation. In spite of 
severe restrictions of intake, or excessive losses via the 
gastrointestinal tract, appreciable urinary excretion 
may persist. Salt depletion may result, with the famil- 
iar findings of weakness, lethargy, hypotension, in- 
creasing azotemia, and low serum sodium and chloride 
concentrations. Treatment with isotonic sodium chlo- 
ride solution parenterally or oral salt is mandatory. 

A less common disorder is seen occasionally in pa- 
tients with severe tubular disease, usually due to 
pyelonephritis. This syndrome, designated “salt-los- 
ing nephritis,” is characterized by large urinary salt 
losses, at times in excess of 10 grams daily. The pre- 
senting picture may be one of profound dehydration 
and shock, simulating Addisonian crisis, but unre- 
sponsive to adrenal replacement therapy. At times, 
measurement of 24-hour urinary sodium excretion, 
preferably with the patient on a constant intake, may 
be necessary to establish the diagnosis. Treatment with 
salt is specific, and results are often dramatic. Oral 
maintenance salt supplements are subsequently neces- 
sary to maintain the patient in salt balance. 

Late in the course of chronic nephritis, salt and 
water retention may occur as a result of markedly de- 
creased glomerular filtration. Edema and ultimately 
congestive heart failure may ensue. Unless a reversible 
contributory lesion is found and corrected, death from 
uremia is usually close at hand and therapy is merely 
supportive and symptomatic. This stage of the disease 
must not be confused with the nephrotic syndrome, or 
with acute renal shutdown. The lack of severe albu- 
iminuria, hypoalbuminemia and hypercholesterolemia, 
ind the markedly elevated BUN will readily serve to 
differentiate it from nephrosis, and previous history 
nd mode of onset from acute renal shutdown. 
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Potassium. As is the case with sodium, the renal 
mechanism for the handling of potassium is a com- 
plex one, and not fully understood. It is complicated 
by the fact that active secretion of potassium occurs 
in the distal tubule, although the exact role this 
mechanism plays in the normal excretion of potassium 
is not known. 

Normally, in the presence of a deficit, renal conser- 
vation of potassium is not so efficient as that for so- 
dium. Appreciable urinary losses will persist for many 
days after intake has ceased. Excessive urinary excre- 
tion of potassium in renal disease is seen only with 
the syndrome of renal tubular acidosis, in which case 
vigorous replacement therapy may be necessary. How- 
ever, potassium deficiency may occur in other forms 
of chronic nephritis. This is usually secondary to 
poor intake, due to anorexia or nausea, or excessive 
losses from the gastrointestinal tract, as a result of 
the vomiting or diarrhea often seen in uremic patients. 
Inefficient renal conservation of this ion may also be 
contributory, in association with the above-mentioned 
factors. 

Considerable caution must be used in administering 
potassium salts to this group of patients, particularly 
if the BUN is markedly elevated or the urinary output 
is low. This is especially true of intravenous therapy, 
which is very hazardous in the patient with uremia. 
In general, replacement therapy should be under- 
taken only if the serum potassium is significantly 
depressed, and the serum level must be determined 
frequently during the course of treatment. The pre- 
cipitation of a hyperpotassemic state may have fatal 
consequences. 

The correction of a potassium deficiency by the 
oral route is preferable, when this is feasible. Potas- 
sium chloride and potassium citrate are most fre- 
quently used. One cannot calculate the deficit, since 
it is predominantly intracellular, thus necessitating 
serial determinations of the serum potassium to follow 
the response to therapy. Six grams of potassium 
chloride or 9.0 grams of potassium citrate, given daily 
in divided doses, will provide 80 milliequivalents of 
potassium, which will usually suffice to replace a 
potassium deficiency when given over a period of sev- 
eral days. Larger doses may be necessary if depletion 
is severe. Potassium chloride may be administered 
intravenously, but should be given slowly and diluted 
so that the concentration does not exceed 60 millie- 
quivalents per liter of infusion fluid. 

The serum potassium may rise late in the course 
of renal disease when filtration has virtually ceased, 
and death from the cardiotoxic effect of hyperpo- 
tassemia may occur. Since death from uremia is 
imminent, specific treatment is usually not required. 
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This is, of course, not the situation in acute renal 
shutdown, with a reversible lesion, when treatment 
of hyperpotassemia may be life-saving. This usually 
involves peritoneal or extracorporeal dialysis, and is 
not pertinent to the present discussion. 

The following case summary will illustrate some of 
the problems of therapy in a patient with predomi- 
nantly renal tubular dysfunction. 


Illustrative Case 


T. G., a 26-year-old white married man, was ad- 
mitted to the Strong Memorial Hospital in November, 
1951, with a chief complaint of weakness. At age 5, 
he had suffered an injury to the membranous urethra, 
with resulting stricture. Repeated dilatations were 
required and he had recurrent urinary tract infections. 
In 1936 because of infection and calculi, a right ne- 
phrectomy was performed in another hospital. One 
year prior to admission, a left ureterosigmoidostomy 
was done, because of persistent difficulty passing 
urine. His NPN had occasionally been elevated in 
association with acute urinary infections, but was 
usually in the normal range. For several months prior 
to admission he had repeated episodes of malaise and 
anorexia, and for two days he had noted increasing 
muscular weakness, particularly of the hands and legs. 

Physical examination on admission was unremark- 
able except for lethargy and slight generalized mus- 
cular weakness. The weakness progressed in the 
ensuing 24 hours until he presented the picture of a 
flaccid quadriplegia with marked depression of his 
respiratory excursions. The electrocardiogram showed 
changes compatible with hypopotassemia. At this 
time blood chemical determinations revealed: potas- 
sium—1.4 mEq./L., sodium—141 mEq./L., CO.— 
11 mm./L., and chloride 108 mEq./L. The BUN was 
35 mg. per cent. 

Over the next 12 hours he received 3,500 cc. of 
intravenous fluid, including 1,000 cc. of M/6 sodium 
lactate solution, and 80 milliequivalents of potassium 
chloride. At this time his serum CO: had risen to 


19 mm./L., but the severe hypopotassemia persisted, 
the serum concentration having fallen further, to 
1.05 mEq./L. 

In the ensuing 24 hours, vigorous therapy was 
undertaken in an attempt to correct the potassium 
depletion. He received 6 liters of intravenous fluid, 
including 2,500 cc. of sodium lactate and 300 millie- 
quivalents of potassium chloride, no more than 60 
milliequivalents being given in one liter of fluid. 
Following this, his serum CO, had risen to normal, 
and the serum potassium to 2.6 mEq./L. 

The clinical improvement was striking; the weak- 
ness completely disappearing. His serum potassium 
rose to normal over the next few days on oral potas- 
sium citrate solution. Chloramphenicol was started 
shortly after admission, since it was felt that acute 
renal infection was present, on the basis of leukocyto- 
sis and low-grade fever. Urine could not be obtained 
for examination because of the ureterosigmoidostomy. 
At the time of discharge, his serum electrolyte and 
BUN concentrations were normal. 

He has subsequently been followed in the Nephritic 
Clinic. Maintenance therapy with sodium citrate- 
citric acid solution, 75 to 100 cc. daily in divided 
doses, has been effective in preventing recurrence of 
acidosis and potassium depletion. 

Comments. This case is a striking example of potas- 
sium depletion in association with the syndrome of 
renal tubular acidosis. The patient had chronic pyelo- 
nephritis and a ureterosigmoidostomy. Potassium 
therapy was life-saving in this instance, since death 
from respiratory paralysis was imminent. After the 
potassium depletion was corrected, alkali therapy 
alone was effective in preventing excessive urinary 
loss of potassium, and recurrence of depletion. 

It should be noted, in the subsequent course of 
this patient and in experience with others, that the 
alkali requirement may rise in association with acute 
exacerbations of the renal infection, and intravenous 
supplements may at times be necessary. Failure to 
appreciate this may result in the development of 
acidosis and potassium depletion. 


Measles 


AMONG MOST POPULATIONS, measles is as inevitable as 
death and taxes. It holds a time honored place in the 
daily rounds of every pediatrician and general practi- 
tioner and may be a cause of serious concern to public 
health officials. Even under the best conditions measles 
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carries a risk for certain elements of the child popula- 
tion, and where medical facilities are inadequate or lack- 
ing, measles is frequently a killing disease. The recent 
widespread use of gamma globulin to forestall or modify 
infection, and the use of antibiotics to combat bacterial 
complications represent important advances in manage- 
ment of this ancient malady.—Frank L. Bassorrt, JR., 
and Joun E Gorpon, Am. J. M. Sc., 228:334, 1954. 
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Preleukemic Phase of Leukemia 


AN ENIGMA in the pattern of the leukemias is the occa- 
sional case of acute leukemia that follows a long period 
of nonleukemic blood dyscrasia. Without attempting to 
explain the enigma, Williams reports a case in which 
there was a preleukemic phase of nine years of blood 
disorder characterized by anemia, neutropenia and 
thrombocytopenia. Then myeloblastic leukemia super- 
vened, and within a few months the patient died. 

The author noted that similar cases have been re- 
ported from time to time. During the preleukemic phase, 
most of them showed a deficiency of one or more cellu- 
lar elements in the peripheral blood. Usually the mar- 
row was hyperplastic. Anemia, when present, was 


marked by polycythemia vera, by myelofibrosis or by 
erythremic myelosis. 

Williams suggested that identification of this preleu- 
kemic phase may have therapeutic significance—that 
further investigation is needed to decide whether blood 
disease, which is succeeded by leukemia, is irrevocably 


linked to the neoplastic process. (Blood, 10:502, 1955.) 


Idiopathic Thrombophlebitis 


WEINSTEIN AND MEaDE studied two young men whose 
presenting manifestations were strongly suggestive of 
an infektion. They had also developed backache and 
marked pain in the legs. These symptoms lasted two to 
three weeks. There was no evidence of phlebitis during 
this initial phase of the illness. After several months of 
apparent good health, evidence of a marked degree of 
venous occlusion in the lower extremities became ap- 
parent, 

In attempting to reconstruct the course of the dis- 
case, the authors suggest that the following events may 
have occurred: The earliest lesion was probably a non- 
occluding deep phlebitis of the legs with no external 
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often hemolytic. Rarely the preleukemic phase was . 


Tips from Other Journals 


evidence of inflammation. As the active process sub- 
sided, pain and fever disappeared. It is possible that 
the vein disease persisted, or if it did not, then it left 
the wall of the involved vessel damaged. This led to 
slowly progressive thrombosis which, over a period of 
several months, produced complete occlusion of the 
veins. 

When comparing this syndrome with the cases pre- 
viously reported as idiopathic thrombophlebitis, it is 
apparent that the essential difference is the total ab- 
sence of signs of involvement of the yenous system dur- 
ing the acute phase of the illness in the cases in this 
report. (Arch. Int. Med., 95:578, 1955.) 


Radioiodine for Thyrotoxicosis 


Batts and his associates report the results of treatment 
with radioiodine in 180 thyrotoxic patients who have 
been followed for intervals varying from one to five years 
after treatment. They consider radioiodine the treat- 
ment of first choice in the following types of thyrotoxic 
patients: (1) those above 40 without demonstrable goi- 
ter or with diffuse goiters up to approximately 80 to 
100 Gm. estimated weight, (2) patients of any age with 
persistent or recurrent postoperative thyrotoxicosis. 
Almost 80 per cent of the patients were relieved of 
their thyrotoxic symptoms following an initial dose of 
I'*!, and in 97 per cent, thyrotoxicosis disappeared 
after one or more treatments. Thyrotoxicosis was re- 
lieved in all 42 patients with postoperative recurrences. 
Hypothyroidism was one of the major untoward ef- 
fects, occurring in 16.3 per centof patients receiving 
only one dose and in 25.6 per cent of those receiving 
multiple doses of I'*". The overall incidence for the en- 
tire series was 18.3 per cent. Of great interest in connec- 
tion with the problem of hypothyroidism was the occur- 
rence of muscle cramps as a prominent and occasionally 
distressing symptom. These cramps were most com- 
monly noted in the muscles of the lower thorax and 
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posterior cervical region, occasionally in the abdomen, 
thighs and distal parts of the extremities. The cramps 
were usually precipitated by movement. They were 
invariably relieved by adequate thyroid replacement 
therapy. 

Exophthalmos was present prior to treatment in 57 
patients. After treatment with I", 36 patients showed 
some improvement in ocular signs, 18 showed no ap- 
parent change and only three showed an increase in 
exophthalmos.’ There were no instances of hyperoph- 
thalmophathic Graves’ disease (progressive malignant 
or “thyrotrophic” exophthalmos) beginning after treat- 
ment with radioiodine. 

Only five patients had general reactions, consisting of 
exacerbation of thyrotoxicosis or precipitation of car- 
diac complaints. 

The principal current problem in the treatment of 
thyrotoxicosis with radioiodine is the selection of the 
dose of I'** which offers the maximal prospect of pro- 
ducing a permanent euthyroid state with minimal risk 
of residual permanent hypothyroidism. (Radiology, 
64:858, 1955.) 


Bile Duct Abnormalities 


Wuutrams and Williams have emphasized again the im- 
portance of biliary tract anomalies in an article report- 
ing five of these cases. All of the abnormalities were en- 
countered at operation. Four of the patients had acute 
inflammation involving the biliary tract in addition to 
chronic disease, and one had pancreatitis. The authors 
suggested that the abnormalities were factors in the 
development of inflammation and stones. 

In two cases the cystic duct was absent. Large stones 
in the lower part of the gallbladder extended into the 
common duct. In one of these the common duct had the 
appearance of a cystic duct, and was inadvertently 
divided before the anomaly was recognized. The duct 
was reanastomosed successfully. In the second, the gall- 
bladder was removed, and the common duct recon- 
structed about a T tube. 

In two cases large accessory ducts from the liver 
entered the gallbladder and cystic duct respectively. In 
one of these, stones were removed from the gallbladder 
and common duct. Because of inflammatory stricture of 
the ampulla of Vater, the fundus of the gallbladder was 
then anastomosed to the duodenum. In the second case 
the cystic duct was divided proximal to the accessory 
duct, leaving the latter intact. 

In the fifth patient, both hepatic ducts entered the 
gallbladder, and the cystic duct drained into the ampulla 
of Vater. Nocommon duct was present. The gallbladder 
was removed before the anomaly was recognized. Subse- 
quently, a small tract re-established continuity between 
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the liver and ampulla of Vater, but this has required two 
subsequent operative dilatations. 

The authors stated that, in the presence of dense 
adhesions, the discovery of biliary tract abnormalities is 
difficult, and serious damage can result in spite of great 
care. Under such circumstances, they recommended 
limitation of dissection to the parts involved because 
further exploration may result in damage to the ducts 
or to vital blood vessels. (Ann. Surg., 141:598, 1955.) 


Gallstone Ileus 


McCune and Salzberg reported seven cases of intestinal 
obstruction due to gallstones, and described the symp- 
tomatology and preferred treatment for this condition. 
More common in females, this complication should be 
suspected, they stated, in elderly patients without pre- 
vious surgery who develop upper abdominal cramping 
pain and vomiting. Many of their patients gave a history 
of previous attacks of abdominal pain and intolerance to 
fatty foods. Five of the seven patients showed leuko- 
cytosis and roentgenographic evidence of small bowel 
obstruction. Six complained of cramping abdominal 
pain and one had vomited gallstones. In only two was 
the correct preoperative diagnosis made. Three died. 

The authors stated that the principal cause of the high 
mortality rate associated with gallstone ileus is delay in 
diagnosis. Since the obstruction is often high in the 
intestinal tract, distention may be absent, and abdominal 
x-ray studies noncontributory. For the same reason, 
dehydration, electrolyte loss and azotemia progress rap- 
idly. They condenined conservative therapy, recom- 
mending early laparotomy, removal of the obstructing 
calculus and simple transverse closure of the intestine. 

Following recovery from the operation they advised 
re-exploration, cholecystectomy and closure of the 
cholecystoduodenal fistula. They recommended a care- 
ful search for anomalies of the biliary tract. Since many 
of these patients are elderly, and acutely ill, they 
advised against any attempt to remove the gallbladder at 
the time of the original operation. (Am. Surgeon, 
21:334, 1955.) 


Hemorrhage in Diverticulitis 


IN AN ANALYSIS of 68 cases of diverticulitis and diverticu- 
losis, Noer found that 20 had exhibited bleeding from 
the rectum. Six of the patients were operated upon. 
Three, in whom surgery was performed as an emer- 
gency, died. Three, in whom elective colonic resection 
was performed, recovered. Two other patients who died 
(one of intestinal obstruction and one of undiagnosed 
diverticular perforation) lent further weight to argu- 
ments for resection of localized areas of diverticulitis. 
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Injection studies of colonic circulation showed a 
striking concentration of blood vessels in the region of 
diverticula. The size and distribution of vessels within 
the walls of diverticula made severe hemorrhage prob- 
able in the event of erosion or ulceration. No histologic 
proof was found, however, that blood actually came from 
diverticular vessels, although blood-filled diverticula 
were found in one case. There were two cases in which 
resections of involved areas of colon were performed 
because of continuing severe bleeding. In one, although 
the entire colon was filled with blood, the sigmoid area 
was removed because it contained many diverticula. 
The right colon was resected in the second case, since 
it seemed to contain more blood. Bleeding continued, 
however, and a left colectomy was necessary a few days 
later. 

The author emphasized sudden exsanguinating hem- 
orrhage as one of the hazards of diverticulosis and 
diverticulitis. This danger, while not great statistically, 
he stated, is real, and may be eliminated in properly 
selected cases by resection. (Ann. Surg., 141 :674,1955.) 


Water vs. Alevaire 


ALEVAIRE, a wetting agent, has been much publicized 
as an effective aerosol in treating pulmonary distress 
in the newborn. 

Studying 50 infants, Briggs, of the University of 
Winnipeg, was unable to demonstrate any therapeutic 
superiority of Alevaire and oxygen over oxygen and 
high humidity in the management of infants suffering 
from atelectasis and pulmonary hyaline membrane. 


(J. Pediat., 46:621, 1955.) 


Psittacosis 


Frrz, Meiklejohn and Baum reported the clinical details 
of 18 cases of psittacosis occurring in Colorado during 
the first six months of 1954. They emphasized that this 
disease has indeed become an important public health 
problem, as shown by the remarkable increase in preva- 
lence during recent years (see accompanying diagram). 
Although some part of that increase may represent an 
increased awareness of the disease, the major part prob- 
ably can be attributed to the enormous growth of popu- 
larity of parakeets as household pets. 

The authors pictured psittacosis as a rather non- 
descript respiratory illness having signs of pneumonitis 
(usually detected only by x-ray examination). They 
enumerated helpful diagnostic features, as follows: 

1. History of contact with birds (not necessarily 
“sick” birds) 

2. Fever higher and lasting longer than in common 
‘espiratory infections 
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REPORTED CASES OF PSITTACOSIS 
RY YEARS IN THE UNITED STATES 


No. of 
Cases 


3. Toxicity greater than in common respiratory in- 
fections 

4. Shaking chill(s) 

5. Splenomegaly (when present) 

In some instances, the patient appears desperately 
ill. Indeed the mortality rate of the disease used to be 
about 20 per cent. However, any of the tetracycline 
drugs causes improvement in one to three days. Peni- 
cillin is ineffective unless large doses of aqueous peni- 


cillin are used. (Am. J. M. Sc., 229:252, 1955.) 


Antibodies in Cancer Patients 


GranaM and Graham, using the complement-fixation 
technique, tested the sera of 48 cancer patients for 
antibodies to their own tumors. Their results suggested 
that some patients with cancer elaborate such anti- 
bodies. Four of the tumors studied were forms of 
gynecologic cancer in various stages of growth. 
Although the nature of the antigen was unknown, its 
quality, as indicated by the nitrogen content, appeared 
to be of significance. Of 31 patients whose antigen con- 
tained measurable nitrogen, 15 were favorable from a 
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clinical standpoint, since the tumor could be excised 
completely at operation, or responded well to irradia- 
tion. Nine of these had demonstrable circulating anti- 
bodies. Of 16 unfavorable cases, in which the tumor 
could not be excised completely, or responded poorly 
to irradiation, only two had demonstrable antibodies. 
Thus, the majority of patients who failed to show cir- 
culating antibodies had far-advanced lesions. Non- 
cancerous tissues from four additional patients were 
extracted in a similar manner as antigen controls, but 
none of the sera showed any activity. 

The effectiveness of these antibodies in combating 
cancer could not be determined. The authors stated, 
however, that their recognition supports the clinical 
observation that the virulence of a tumor may be less 
important than the resistance of the host. (Cancer, 
8:409, 1955.) 


Low-lodine Thyroid Tumors 


Axet Rap and Leblond, by maintaining albino rats on 
an iodine-free diet, have been able to produce changes 
in thyroid cells typical of tumor formation. Changes 
consisted first in enlargement of all follicular cells of 
the thyroid and an increase in the number of mitotic 
figures. Later, scattered focal lesions appeared and 
finally large, unpolarized, lightly stained cells with 
transparent nuclei were found. Some of these cells, 
lacking uniformity exhibited frequent, often abnormal, 
mitotic figures. Cells of all these types were able to in- 
vade other tissues. One case of metastasis to the lung 
was recorded. 

Thyroid nodules appeared in all animals kept on the 
low-iodine diet for a sufficient length of time. The 
administration of a carcinogen seemed to shorten the 
latent period required for the induction of the thyroid 
nodules. Diffuse and nodular enlargement of the ante- 
rior pituitary glands occurred frequently, and in some 
animals gave rise to signs of increased intracranial 
pressure. 

The authors were of the opinion that the thyroid 
changes observed were due to iodine deficiency operat- 
ing through prolonged excessive thyrotrophic hor- 
mone stimulation. (Cancer, 8:339, 1955.) 


Wound Disruption 


Hutt and Hankins have studied the problem of wound 
disruption at the University of Maryland Hospital over 
a period of four years. This complication occurred in 
80 patients, an incidence of 1.9 per cent of all abdom- 
inal wounds except McBurney incisions and herniorr- 
haphies. Disruption occurred more frequently in upper 
abdominal incisions, usually between the seventh and 
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eleventh postoperative days. It was four times more 
common in men than in women. The mortality rate 
was 25 per cent. 

The type of suture material did not appear to be a 
factor in dehiscence. The authors stated, however, that 
although retention sutures will not prevent disruption, 
they will prevent massive evisceration. The outstand- 
ing cause of disruption was coughing, distention or 
vomiting which occurred singly or in combination in 
95 per cent of the cases reported. 

It was recommended that more attention should be 
directed to distention, alimentary decompression and 
to aspiration of the tracheobronchial tree. The authors 
advised tracheal aspiration before closure of the wound 
while the patient is fully anesthetized. When coughing 
is present, they suggested that the patient be advised 
to flex the thighs on the abdomen and support the 
wound with firm hand pressures during seizures. The 
importance of correction of anemia was also stressed. 
In 11 of the cases reported, anemia was present, and 
in 25 patients, the blood proteins were below 6.5 Gm. 
per cent. (Am. Surgeon, 21:223, 1955.) 


Myeloid Metaplasia with Myelosclerosis 


MYELOID METAPLASIA with myelosclerosis was the subject 
of a recent panel discussion, with Dameshek as mod- 
erator. This hematologic disorder is on the increase— 
has the following clinical features: 

1. Anemia, usually with icterus 

2. Splenomegaly (sometimes huge) 

3. Leukocytosis, with immature forms 

4. Variable platelet level (sometimes quite high, other 
times rather low) 

5. Hypocellular bone marrow aspirations 

6. Splenic aspirations showing bone marrow activity 

Formerly it was held that splenectomy was contrain- 
dicated in cases of myeloid metaplasia with myelosclero- 
sis. The reasoning went as follows: 

1. The bone marrow is nonproductive. 

2. The spleen shows active hematopoiesis. There- 
fore, to remove the spleen would deprive the patient of 
an important site (perhaps the only site) of blood cell 
production. 

The thinking of experts on this subject has changed. 
Allagree that splenectomy should be done in some cases 
—particularly those in which there is evidence of an 
important hemolytic factor in the anemia. This would 
be suggested by a need for ever-increasing numbers of 
blood transfusions. Limiting factors would include poor 
general condition of the patient, very high platelet 
counts (because of the risk of extraordinary postopera- 
tive thrombocytosis with thrombotic episodes) and fail- 
ure to discover evidence that blood formation is going 
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on in other organs. In his moderator’s comment, Dame- 
shek opined, ‘‘The most ideal case for splenectomy is a 
relatively young individual with a marked but not strik- 
ing splenomegaly who has need for numerous transfu- 
sions but whose leukocyte and particularly platelet 
counts are lower than normal.” He also reminded that 
splenectomy is after all only symptomatic treatment. 
(Blood, 10:550, 1955.) 


Bronchodilators 


In a stupy of methods for evaluating bronchodilator 
drugs, Comroe and Cander of the University of Penn- 
sylvania, have turned up several facets with practical 
application to the patient with chronic bronchial ob- 
struction. The results, when evaluated objectively, were 
somewhat at odds with the subjective reports of the 
patients. Using the maximal expiratory flow rate (M. 
E.F.R.) and the vital capacity (V.C.) as objective tests, 
it was found that while Isuprel, 1:200, given in doses 
of 0.2 to 0.4 cc. by nebulization, is an effective bron- 
chodilator, its effectiveness is enhanced when given 
with 0.5 Gm. of aminophylline intravenously. 

By way of explanation for this summation effect, the 
authors postulate that the aerosol does not reach 
occluded lung areas, whereas systemically adminis- 
tered drugs do. In two patients, the aerosol effect was 
more impressive when given to patients on cortisone, 
and it was emphasized that steroid therapy may be 
needed in addition to conventional bronchodilators. In 
the interval between asthmatic attacks, abnormal pul- 
monary function was demonstrated, indicating the 
need for therapy during these periods. (J. Allergy, 
26:210, 1955.) 


Penicillin Reactions 


ONLY RARELY, and then in the gravest emergencies, 
would one give penicillin to a penicillin-sensitive pa- 
tient. Serious reactions and deaths following the ad- 
ministration of this antibiotic to sensitized patients, 
are commonplace in the literature. Coleman and Siegel 
stress a less obvious threat to these susceptible people. 
In spite of cleaning and boiling syringes and needles 
which have contained penicillin, enough antigen may 
remain behind to provoke a serious reaction in a sensi- 
tive patient, when the same syringe is used to give a 
non-penicillin injection. Indeed, the water in the of- 
fice sterilizer can be highly “contaminated” and is 
capable of causing a reaction. 

The authors hold that reactions after the “‘first” 
injection of penicillin, may in fact be manifestations of 
previous sensitization by contaminated syringes. It is 
«!so pointed out that reactions following injected sub- 
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stances not considered antigenic, may really be: peni- 
cillin reactions despite the patient’s honest denial that 
he has ever had penicillin. In these cases the authors 
consider it quite possible that the sensitizing and pro- 
vocative doses were contaminants. 

The difficulty of eradicating this antigenic material 
is further pointed up by studies demonstrating the 
material in amounts sufficient to cause reactions after 
16 hours of boiling! 

The authors recommended the use of exclusive or 
disposable syringe units for the administration of peni- 
cillin, (J. Allergy, 26:253, 1955.) 


Treatment of Lung Cancer 


OverHOLT and his associates present their experience 


‘with 46 cases of “silent” lung cancer discovered only 


by x-ray examination. They compared the results in 
the treatment of this group with those obtained in 263 
symptomatic carcinomas of the lung. The accompany- 
ing illustration compares the exploration rate, resec- 
tion rate, favorable response (no extension to lymph 
nodes and no known metastasis) and survival in the 
symptomatic cases and the cases discovered on x-ray 
survey. These results clearly indicate that asympto- 
matic lung cancers discoverable only by x-ray examina- 
tion have a higher rate of resectability and greater po- 
tential curability than symptomatic cancers. (New Eng- 
land J. Med., 252:429, 1955.) 
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Melanin Spots in Polyposis 


Poot, Guice and Farringer have reported two cases of 
polyposis of the colon associated with melanin spots 
of the skin or mucous membranes. This syndrome, 
first recognized by Peutz in 1921, has been reported 
with increasing frequency during recent years. Typi- 
cally, the pigment deposits vary from bluish brown to 
black. They measure from 2 to 4 mm. in diameter, are 
discrete and not elevated. They are found in the 
perioral region, on the vermillion of the lips, and most 
characteristically on the buccal mucosa of the hard and 


- soft palates. Multiple polyps of the small intestine have 


been associated with this characteristic pigmentation, 
and often gastric, colonic and rectal polyps are also 
present. 

The patients reported were Negro brothers, one 13 
and one 4 years of age. In both, irregular, brownish- 
black spots were noted in the patients’ lips, perioral 
region, buccal mucosa, palms of the hands and soles 
of the feet. Multiple polyps of the ileum and colon 
were present in one patient. Examination of his entire 
family revealed melanin spots in the father and four 
other children. In only one of these five, the second 
case, were polyps demonstrable. This second patient 
had polyps in his duodenum, jejunum, transverse 
colon and splenic flexure. 

The authors stated that the relationship between 
pigment spots and polyps is sufficiently constant to 
make the presence of the spots of diagnostic signifi- 
cance. They recommended that any patient who com- 
plains of abdominal pain, with or without melena, and 
who has melanin spots on the lips or in the mouth 
should be considered to have polyps until proven 
otherwise, and should have a careful gastrointestinal 
study. (Ann. Surg., 141:664, 1955.) 


Paper Back Skingrafts 


E.uiott and Grow have suggested a useful method of 
skingrafting for severely burned and debilitated pa- 
tients. Approximately four weeks after injury, patients 
with large denuded areas are prepared and draped for 
grafting in the usual manner. A four-man team is em- 
ployed, two men taking the grafts and the other two 
first attending to the burn sites then preparing the 
grafts for use. Using a dermatome, several drums of 
split-thickness skin are taken with the machine set for 
18 to 20 thousandths of an inch. 

Ordinary heavy, brown wrapping paper cut in 6x10 
inch sections and autoclaved is fastened to a board 
with thumbtacks. The graft and paper are painted with 
dermatome cement and the skin fastened firmly down 
to the paper at normal tension. Excess wrapping paper 
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is trimmed from the edges and the grafts are then cut 
into squares 2 or 3 cm. across. These squares are 
scattered over the areas to be grafted, with the paper 
attached to each square. A firm layer of coarse, paraffin 
mesh is applied over the grafts, covered by fine-mesh 
gauze and gauze roll. A wet dressing of 0.5 per cent 
acetic acid or normal saline solution is applied 24 
hours before the first dressing, which is performed six 
days after grafting. The paper peels off from the 
squares easily at this time. (Surgery, 37:823, 1955.) 


Struma Lymphomatosa 


MarsHa.t and Meissner have reported a series of 114 
cases of struma lymphomatosa (Hashimoto’s struma) 
operated upon at the Lahey Clinic. These represented 
only 0.36 per cent of all thyroid operations performed 
during that time. The correct diagnosis was made pre- 
operatively in only 20 of the patients. Seventy were 
misdiagnosed as multiple adenomatous goiter, often 
because struma lymphomatosa had not been considered 
by the examiner. 

The authors stated that the development of a firm 
goiter in a woman past 40 years of age should make 
one suspect struma lymphomatosa. Any enlargement 
of the gland without change in its normal contour, 
without pain, tenderness or thyrotoxic effects should 
suggest the diagnosis. Carcinoma of the thyroid is 
more often hard and irregular. It ordinarily arises uni- 
laterally, and rarely from a previously uninvolved 
thyroid. 

The authors found three indications for surgical 
intervention in struma lymphomatosa: (1) to deter- 
mine by microscopic examination of thyroid tissue 
that the enlargement was not carcinoma, (2) to decom- 
press the trachea, and (3) for cosmetic effect in large 
goiters. If operation was undertaken because carci- 
noma was suspected, bilateral subtotal resection was 
performed. This procedure was also found more ef- 
fective for the relief of tracheal obstruction. 

It was conceded that if adequate bilateral resection 
of the gland was performed, patients developed signs 
of thyroid deficiency earlier. However, hypothyroidism 
will develop in most cases even without operation. 
Roentgen-ray therapy was employed in some patients 
who were not submitted to operation, but the addi- 
tional fibrosis produced by irradiation seemed to in- 
crease tracheal constriction. ACTH and cortisone 
therapy were employed in a few cases with relief of 
symptoms but with little or no change in the glandular 
enlargement. 

Postoperative hypothyroidism, which was common 
and permanent, could be controlled satisfactorily by 
desiccated thyroid. (Ann. Surg., 141:737, 1955.) 
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Elbow Contractures Following Infusions 


Gass and Smith reported a case of bilateral incapac- 
itating elbow contractures following intravenous in- 
fusions. Similar cases have been reported, both uni- 
lateral and bilateral, following calcific deposits result- 
ing from joint and muscle hematomas. 

Histopathologically, these ossifications appeared to 
result from the formation of osteoblasts from undiffer- 
entiated fibroblasts. The authors stated that immo- 
bilization in a position of flexion following trauma to 
muscles or their nerves may have been a contributing 
factor. 

The patient reported was a 61-year-old Negro por- 
ter hospitalized because of acute urinary retention 
secondary to a urethral stricture and benign prostatic 
hypertrophy. Because of a conversion syndrome which 
followed relief of the urinary obstruction, he was main- 
tained nutritionally and therapeutically by intravenous 
infusions. During his entire hospitalization, he re- 
ceived 35 infusions in the antecubital spaces equally 
divided between the two arms. Antibiotics, sedatives 
and vitamins were administered by the same route. 
There were no hematomas at any time, and neither 
thrombophlebitis nor lymphangitis was observed during 
the four-week hospitalization. Three weeks after dis- 
charge he was referred to the orthopedic clinic because 
of inability to straighten his arms. The right arm 
could be extended only 60 degrees and the left arm 30 
degrees at that time. He was unable to tie his shoes or 
dress himself due to the contractures. Roentgeno- 
grams showed ossification in both antecubital fossas. 
Radiation therapy was instituted, consisting of 600 r in 
air to each elbow over a period of 13 days. After two 
and one-half months, there was almost complete return 
of function. 

The multiplicity of venipunctures, the recurrent 
venospasm and the subclinical vascular and tendon irri- 
tation were implicated as causative agents in this com- 
plication. 

Operative intervention was not considered wise in 
this case because of the location of the lesions. Re- 
moval of such areas of calcification was recommended 
only after several months of conservative therapy. 


(Surgery, 37:803, 1955.) 


Venous Pressure During Exercise 


SCHNEEWIND, Mansour and Grove showed that the ve- 
nous pressure measurement in the foot normally falls 
during walking (due toacceleration of venous flow by the 
pumping action of muscles). When exercise is stopped, 
the venous pressure comes back promptly to the pre- 
exercise level, 
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LOCAL VENOUS PRESSURE RESPONSE 
iN FOOT DURING WALKING, 
BEFORE AND AFTER SYMPATHECTOMY 
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In patients having severe arterial insufficiency, the 
post-exercise venous pressure response reflects retarda- 
tion of arterial inflow. After sympathectomy, in such 
cases, repetition of the test gives results that approach 
the normal (see accompanying diagram). (Surg., Gynec. 
Obst., 100:703, 1955.) 


Steroids for the Asthmatic 


Srerows, while they are not substitutes for specific 
management of the allergic or asthmatic patient, offer 
such patients symptomatic relief. As good remedies so 
often do, they have drawbacks, and these are some- 
times of sufficient moment to necessitate withdrawal, 
or dosage reduction to the point of ineffectualness. 
Chief among the untoward side effects have been 
sodium retention and potassium diuresis, and to some 
degree, they have occurred with both cortisone and 
hydrocortisone. Arbesman and Ehrenreich have studied 
the effectiveness in management and the side effects of 
two drugs, prednisone and 9-alpha-fluorohydrocorti- 
sone, when given to asthmatic patients. 
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Prednisone, it was found, was more effective than 
either cortisone or hydrocortisone when given in con- 
siderably smaller doses. As one would expect under 
such circumstances, side effects were also much re- 
duced. It was especially impressive to observe the 
minimal changes in body weight, blood pressure and 
blood chemistries while on therapeutically effective 
doses. Wisely the authors stress that prednisone is a 
potent drug and the precautions and limitations that 
apply to other steroids also apply to it. 

9-alpha-fluorohydrocortisone was therapeutically 
disappointing, although associated with eosinophil re- 
duction and sodium retention. (J. Allergy, 26:189, 
1955.) 


High-Humidity Infections 


THERE is general agreement that high-humidity en- 
vironments are efficacious in treating pulmonary dis- 
orders of infants. This has led to ingenious and effective 
methods of saturating the infant’s environment with 
mists. These include improvised sprays and steam in- 
halators as well as the more elaborate commercial 
“humidifier.” Hoffman and Tinberg call attention to 
possible deleterious consequences when infants are 
exposed to such an atmosphere. 

Under nursery conditions which were unchanged 
from the pre-mist-environment period, a significant 
increase in Ps, aeruginosa infections followed the in- 
troduction of the high-humidity atmosphere. Careful 
patient sampling, as well as equipment and procedure 
checks, failed to disclose any variable other than the 
altered environment that could be implicated. 

Skin, umbilicus and conjunctiva were considered the 
portals of entry in 13 cases seen in a 12-month period. 

Suspicion and recognition of Ps. aeruginosa infec- 
tions should be early in the infant subjected to a high 
humidity atmosphere. (J. Pediat., 46:626, 1955.) 


Meperidine and Auricular Flutter 


IN REVIEWING the progress of a young patient who had 
undergone operation for aortic valve insufficiency, 
Harvey, Berkman and Leonard were impressed with 
the coincidence of the administration of meperidine 
hydrochloride (Demerol) and worsening of auricular 
flutter (decreasing block). Pursuing this observation, 
they found that other patients with auricular flutter 
had increasing ventricular rate when meperidine was 
given. Presumably, this reflects the known atropine- 
like (antivagal) effect of the drug. 

In situations prompting the pro re nata prescription 
of an analgesic, the first dose is usually followed by 
others. Often the specificity of the indication becomes 
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cloudy, and repeated doses may be given for pain, rest- 
lessness, tachycardia or uncertain reasons. 

When one considers that a ventricular rate of 170 
may, in 24 hours, cause failure of the normal heart, the 
significance of this study as applied to abnormal hearts. 
is apparent. (Am. Heart J., 49-758, 1955.) 


Jaundice Due to Duodenal Ulcer 


OccasIONALLY, a duodenal ulcer may cause jaundice 
due to obstruction of the common bile duct. Snape has 
reported six examples of the syndrome; three were 
proved at operation. Several mechanisms were de- 
scribed, as follows: 

1. The ulcer, or its inflammatory reaction, may im- 
pinge upon the biliary papilla. 

2. Inflammation and edema of the pancreas resulting 
from a posterior penetrating ulcer may compress the 
common bile duct in its course through the pancreas. 

3. Deeply penetrating or perforating ulcers may in- 
volve the gastrohepatic ligament and thereby cause ob- 
struction in a more proximal part of the common bile 
duct. (Ann. Int. Med., 42:1001, 1955.) 


Mitral Stenosis: Surgical Treatment 


Eis AND HarKEN have reported the clinical results in the 
first 500 patients undergoing surgical treatment (valvu- 
loplasty) for mitral stenosis. The authors’ criteria for 
selection of patients for operation are indicated partially 
by the following tabulation. 


Classification Significance No. of Patients 
Group I No symptoms i) 
Group Il Symptoms, but 13 
not progressive 
Group Ill Symptoms, 342 
progressive 

Group IV Cardiac invalids 145 

Total 500 


Operative mortality was clearly related to severity of 
symptoms before surgery. Thus, mortality in the Group 
II-Group III cases came down progressively with im- 
provements in surgical techniques—was under 3 per 
cent in the last 100 cases. On the other hand, the death 
rate in Group IV patients remained in the neighbor- 
hood of 25 per cent. Auricular fibrillation also had an 
adverse effect. 

Of 442 patients who survived operation, all but two 
were followed for a period of at least six months. The 
results of the operation, in terms of subjective response, 
indicated that about 75 per cent of patients were im- 
proved. The benefit appeared to be lasting; there was 
no evidence that mitral stenosis recurs after adequate 
valvuloplasty. 
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Objective evidence of postoperative improvement was 
scant. There were data to suggest that the operation 
decreased the possibility of late embolization. There 
were no consistent influences of the operation on heart 
murmurs, heart size or the electrocardiogram. (Circula- 
tion, 11:637, 1955.) 


Iron Deficiency Anemia 


DuRING A LARGE PART of human life, the cumulative 
daily loss of iron is quite small (1 mg. or less), and the 
daily need for iron absorption is at a correspondingly 
low figure. Even in the absence of disease, however, 
peaks in iron requirement for maintenance of balance 
occur at certain periods of life, as follows: 


Infancy 200 mg. in excess 
Adolescence 200-300 mg. yearly in excess 
Menstruation 150-300 mg. yearly in excess 
Pregnancy 500 mg. in excess (9 mo.) 
Lactation 150 mg. in excess (6 mo.) 


The authors for these statements (Coleman, Stevens 
and Finch) warn that, in the adult, iron deficiency ane- 
mia is ascribable with few exceptions to blood loss. 
Consequently, iron deficiency anemia is a signal to 
search for loss of blood or (rarely) for evidence of a 
serious absorptive defect (such as sprue). 

For most patients having iron deficiency anemia, 
therapy consists of oral administration of iron alone. 
Supplements to the iron are undesirable for various 
reasons (no better than iron alone, additional expense, 
confusion of diagnosis). Reasons for failure of oral iron 
therapy include (1) incorrect diagnosis, (2) complicat- 
ing disease (infection, uremia) ; (3) concurrent blood 
loss; (4) medication not taken; (5) failure of absorp- 
tion of ingested iron. 

These authors list indications for parenteral iron 
therapy as follows: (1) intolerance of oral iron, (2) 
gastrointestinal disease that might be adversely affected 
by oral iron, (3) creation of iron stores, (4) poor ab- 
sorption of iron. (Blood, 10:567, 1955.) 


Hospital Infections 


AT ONE TIME or another, ward personnel all harbor 
staphylococci. About three-quarters of them will yield 
cultures of at least one pathogenic strain. Furthermore, 
those who carry such strains tend to harbor them for 
long periods of time. Lepper, Jackson and Dowling 
point out the potential hazard of these carriers, since 
the organisms tend to be antibiotic-resistant. Control of 
such carriers is obviously a formidable problem. The 
clinician should consider this in such matters as elec- 
‘ive hospitalization of patients with valvular heart dis- 
ease. (J. Lab. e> Clin. Med., 45:935, 1955.) 
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Influence of Tonsillectomy on Respiratory Infections 


As A PART of a long-term study of illness in a group of 
Cleveland families, McCorkle and associates appraised 
the influence of tonsillectomy upon the prevalence of 
common respiratory infections in children. It was ap- 
parent that the rates were about the same in children 
who had undergone tonsillectomy as in those who had 
not (see accompanying diagram). (New England J. Med., 
252 :1066, 1955.) 


RATES FOR COMMON RESPIRATORY 
ILLNESSES AMONG CHILDREN 


20 


Children who had had tonsillectomy 


Gastric Ulcer and Pulmonary Disease 


WEBER AND GreGG were struck by the frequency with 
which they were confronted by the problem of chronic 
pulmonary disease in patients in whom surgical treat- 
ment was under consideration for benign gastric ulcer. 
They therefore reviewed the hospital records for a five- 
year period—discovered that in 70 cases of typical be- 
nign gastric ulcer there had been 30 instances of 
chronic pulmonary disease (‘‘diffuse lung damage, es- 
pecially emphysema and fibrosis, accompanied by long- 
standing symptoms of respiratory dysfunction”). This 
was a coincidence rate of 43 per cent. 

Experience with duodenal ulcer did not reveal a 
comparable frequency of concomitant disease of the 
lungs. Control studies of similar age groups during the 
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same period demonstrated an incidence of chronic pul- 
monary disease of only 10 per cent. (Ann. Int. Med., 
42:1026, 1955.) 


Asymptomatic Pulmonary Nodule 


WILKINS REPORTS 77 cases of asymptomatic pulmonary 
nodules from the records of the Massachusetts Gener- 
al Hospital. In order to be included, the patients had 
to be entirely free of symptoms and, in addition, cer- 
tain roentgenographic criteria had to be fulfilled. The 
lesions had to be round or oval, circumscribed, soli- 
tary, solid in appearance, homogeneous or containing 
calcium and located within lung parenchyma. 

A diagnosis of neoplastic disease was established in 
33 cases (42.8 per cent of the total), including 27 pri- 
mary carcinomas of the lung and six metastatic lesions. 
The six metastatic lesions represented three renal-cell 
carcinomas and three colon adenocarcinomas. Some 
form of tuberculosis was reported in 18 cases (23.4 per 
cent). The diagnosis of hamartoma was made in 11 
cases (14.3 per cent). The remaining 15 cases (20 per 
cent) had varied diagnoses, such as benign tumor or 
inflammatory processes such as granuloma. 

Only two of 27 cases of primary lung carcinoma oc- 
curred before 50 years of age. Also, of the 27 lung 
carcinomas, all but four occurred in male patients. 
Thus, over the age of 50, 50 per cent of asymptomatic 
circumscribed lesions removed surgically were pri- 
mary carcinomas of the lung. Equally striking was the 
fact that the rate of tuberculosis gradually declined 
through the decades, whereas that of carcinoma rose 
sharply until in the eighth decade, all cases proved to 
be primary carcinomas of the lung. 

With asymptomatic pulmonary lesions, no diagnos- 
tic procedures are of real benefit in the preoperative 
definition of the pathologic process. For this reason the 
author suggests an approach comparable to the man- 
agement of breast lesions. Unless there is some un- 
usual contraindication, these symptomless pulmonary 
lesions should be handled by thoracotomy and biopsy. 
Further operative treatment would depend upon the 
tissue findings. Contraindications to exploration in- 
clude advanced age, extensive associated pulmonary 
disease, severe cardiac disease and severe asthma. 


(New England J. Med., 252: 515, 1955.) 


EDTA in the Treatment of Hypercalcemia 


A NEW COMPOUND, sodium ethylene diamine tetra-ace- 
tate (sodium EDTA), has recently been used in the 
treatment of hypercalcemia. This agent has powerful 
chelating properties with a strong avidity for calcium 
and heavy metals. When this material is given intra- 
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venously, it exchanges its sodium ions for calcium. The 
calcium chelate that is formed is rapidly and almost 
completely excreted by the kidneys, carrying with it 
the bound calcium. 

Dudley and his associates report toxic reactions in 
two cases of hypercalcemia treated with sodium EDTA. 
One patient was a woman dying with osteolytic metas- 
tasis, and the other was a child with acute hypercal- 
cemia after vitamin-D therapy. At necropsy, there was 
severe damage to the renal tubules, especially the 
proximal convoluted tubules. There was also engorge- 
ment of the reticulo-endothelial cells which contained 
coarse eosinophilic granules. The third finding was ex- 
tensive internal hemorrhages. The authors considered 
that these lesions were due to the administration of the 
drug. 

Although it is true that the administration of sodium 
EDTA caused a prompt fall in serum calcium, the 
clinical improvement was so slight and the increase in 
urinary calcium excretion of so little value that the use 
of this therapy should be carefully weighed against the 
fact that it may cause the serious lesions enumerated. 


(New England J. Med., 252: 332, 1955.) 


Ureteroileostomy 


MANY SURGICAL PROCEDURES have been suggested to di- 
vert the urinary stream after total cystectomy. This 
implies that there has been no final solution to the 
major problems of obstruction, infection and hyper- 
chloremic acidosis that may ensue following these pro- 
cedures. In an attempt to eliminate such complications, 
Read and Hurwitz performed ureteroileostomy on six 
patients. This method of urinary diversion transplants 
the ureters into a short isolated loop of small bowel by 
end-to-side anastomoses. Although the experiment 
was a small one, the authors found this technique the 
most favorable method of urinary diversion. (New Eng- 
land J. Med., 252: 341, 1955.) 


Kimmelstiel-Wilson Syndrome 


IT HAS BEEN SUGGESTED by some investigators that Kim- 
melstiel-Wilson lesions of the kidney are associated 
with a type of diabetes characterized by lesser severity 
and infrequent occurrence of acidosis. Runyan, Hur- 
witz and Robbins reviewed clinical and pathological 
records of 375 patients with diabetes mellitus, exam- 
ined at autopsy during the period 1940 to 1952, in an 
attempt to learn whether alterations in insulin require- 
ments were related to the renal lesions. In order to 
evaluate the clinical courses of these patients, the study 
was limited to those who had had diabetes for three 
years or more, who had been on insulin for at least 
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eight consecutive months, and whose clinical records 
were sufficiently detailed to yield all the necessary 
data. 

There were 54 patients with Kimmelstiel-Wilson 
renal lesions and 52 patients without these lesions. 
Both a decrease and an increase in the severity of the 
diabetes, as determined by changes in insulin dosage, 
occurred in these patients without relation to their 
renal lesions. The authors felt that decreased intake 
of food may have contributed greatly to the ameliora- 
tion of the diabetes in some patients, since it is well 
known that dietary restriction promotes increased car- 
bohydrate tolerance. Furthermore, diabetic acidosis 
did not prove to be unusual in patients with renal 
lesions of Kimmelstiel-Wilson type. (New England J. 
Med., 252: 388, 1955.) 


School Outbreak of Hepatitis 


STINGER REPORTS an outbreak of infectious hepatitis that 
occurred in a suburb of Detroit during the last three 
months of 1953 and the first two months of 1954. There 
were 42 cases in all—the great majority being children 
who attended one of the schools. 

Measures used to check the outbreak included: 

1. Investigation of the school water supply. The water 
supply and sewage disposal were part of the municipal 
system. However, there were several situations that 
suggested the possibility of back-siphonage of sewage 
into the school’s water system. 

2. Vigorous personal hygiene campaign. This stressed 
particularly the importance of handwashing after urina- 
tion or defecation. (Initially, at the school, soap and 
hand towels had not been available to the students.) 

3. Prophylactic administration of gamma globulin to 
household contacts of patients. The results of this meas- 
ure are shown in the accompanying diagram. (Am. J. 


Pub. Health, 45:759, 1955.) 


ATTACK RATE FOR HEPATITIS AMONG HOUSEHOLD CONTACTS OF PATIENTS 


Symptomatic Treatment of “Indigestion” 


GASTROINTESTINAL SYMPTOMS that result from anxiety or 
tension might logically be managed by psychotherapy. 
However, for practical reasons, many patients afflicted 
in this way must be given symptomatic treatment, ex- 
clusively or as a supplement to psychotherapy. For 
good symptomatic results, Roberts recommends a mix- 
ture of d-amphetamine sulfate (5 mg.), amobarbital (32 
mg.) and belladonna (0.2 mg.). These doses, admin- 
istered usually three or four times a day, effectively 
controlled annoying gastrointestinal complaints in 74 
out of 76 patients. The evaluation of the symptomatic 
relief did not include the use of “controls.” (Am. J. M. 
Sc., 229:475, 1955.) 


Endocardial Fibroelastosis 


FIBROELASTIC CHANGE in the endocardium is variable in 
degree but will usually be recognized on gross inspec- 
tion of the endocardial surfaces which show shiny gray- 
white thickening that may extend to and involve the 
valves. The left side of the heart is most often affected, 
chiefly the ventricle, where the endocardial thickening 
is greatest over the septal surface. Less often and to a 
lesser degree, the right side of the heart is involved 
either additionally or by itself. Cardiac hypertrophy 
and dilatation are usually quite marked. 

Endocardial fibroelastosis may occur as an isolated 
cardiac abnormality apparently due to a developmental 
defect, or the disease may be associated with other 
anomalies of the heart or great vessels, according to 
Eyler and his associates. These authors report eight 
cases in which endocardial fibroelastosis occurred as 
an isolated abnormality. 

Complete clinical, electrocardiographic, and physio- 
logic studies (cardiac catheterization), as well as a 
roentgen examination, are required to rule out septal 
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defects and great vessel anomalies. The group of con- 
ditions with cardiac enlargement remaining includes 
the “primary myocardial diseases.”’ These include en- 
docardial fibroelastosis, glycogen storage disease, idio- 
pathic myocarditis, medial necrosis of coronary ar- 
teries, tumors of the heart, and origin of the left cor- 
onary artery from the pulmonary artery. Differential 
diagnosis of fibroelastosis from the other primary myo- 
cardial diseases usually cannot be made by roentgen 
or other studies. Usually roentgen examination in in- 
fants having endocardial fibroelastosis reveals a globu- 
lar heart and prominence of vessels during failure. In 
older patients the heart is not globular but does show 
specific chamber enlargement. (Radiology, 64: 797, 
1955.) 


Myxoma of Left Atrium 


‘THOMPSON AND MALuas report a case of myxoma of the 
left atrium which simulated mitral stenosis. The cardi- 
ac configuration and electrocardiographic changes 
were like those of mitral stenosis. Systolic and dias- 
tolic murmurs like those of rheumatic mitral stenosis 
and insufficiency were constantly present. At the time 
of mitral commissurotomy when the patient was 
turned to the right lateral position, she became 
cyanotic and the blood pressure was unobtainable. It 
has been recognized that such sudden changes in posi- 
tion in patients with polypoid intracardiac tumors may 
aggravate clinical signs and symptoms. The single 
most significant diagnostic fact in the reported case 
was the rapid and relentless cardiac failure in spite of 
accepted treatment and restricted activity. 

The authors recommend that, when cardiac tumors 
are suspected, changes of position be utilized as a part 
of the examination along with angiocardiographic 
visualization of the heart chambers which may reveal 
a constant filling defect due to a tumor. (Arch. Int. 
Med., 95:614, 1955.) 


After-History of Moderately Advanced Tuberculosis 


ALLING and his associates examined the clinical course 
of a group of 211 patients with active moderately ad- 
vanced tuberculosis discovered during the years 1938 
to 1948. None of these patients were treated with 
chemotherapy. An appraisal of the follow-up data 
shows that ten years after the diagnosis of moderately 
advanced active tuberculosis, 34 of the persons so 
diagnosed could be expected to have arrested tuber- 
culosis, %9 to have active disease, % to have died 
of tuberculosis, and M49 to have died of other causes. 
These results are very similar to the follow-up experi- 
ence with minimal active tuberculosis. 
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Age has a profound influence on the clinical out- 
come of moderately advanced active tuberculosis. Mid- 
dle-aged and older persons have a six-year case fatality 
from tuberculosis three times that of younger patients. 
(Am. Rev. Tuberc., 71 :519, 1955.) 


Bilateral Bundle Branch Block 


ROsENBAUM AND LEPESCHKIN, of the University of Ver- 
mont, surmise that the frequency with which atrio- 
ventricular block is associated with bilateral bundle 
branch block is overlooked by most electrocardio- 
graphers. 

An electrocardiographic diagnosis can be made when 
the patterns of right and left bundle branch block occur 
alternately or intermittently in association with P-R 
interval changes. (Am. Heart J., 50:38, 1955.) 


B,2 Deficiency After Gastrectomy 


For THE ABSORPTION of the small amounts of vitamin 
Biz normally present in the diet, intrinsic factor is es- 
sential in man. The stomach is the only site of secre- 
tion of intrinsic factor. Following total gastrectomy. 
the human would be expected to experience difficulty 
in the absorption of vitamin By: and eventually to 
develop a vitamin-Bj, deficiency state, according to 
Pitney and Beard. These authors report a case of carci- 
noma of the stomach for which total gastrectomy was 
performed. Serum vitamin Bj: concentrations showed 
a progressive downward trend, and they were sub- 
normal 16 months after the operation. Furthermore, 
by using radioactive vitamin Bj, difficulty in the ab- 
sorption of this orally administered vitamin was 
demonstrated. When the patient was given a source of 
intrinsic factor (100 cc. of neutralized filtered normal 
gastric juice) along with the radioactive vitamin Bj», 
there was normal absorption of the vitamin. The pa- 
tient in the study did not develop megaloblastic 
anemia and the authors speculate that serum vitamin 
Biz concentrations remain low for some time before 
clinical anemia develops. 

There are practical implications to the observation 
that vitamin-Bj deficiency may exist in patients follow- 
ing total gastrectomy in the absence of megaloblastic 
anemia. Thus vague symptoms of lassitude, anorexia, 
loss of weight, and general malaise may easily be in- 
terpreted as due to metastasis if gastrectomy has been 
carried out for carcinoma. These symptoms may be a 
manifestation of vitamin-By2 deficiency even in the 
presence of a normal blood cell count. Prophylactic 
injections of vitamin By, as used in treating pernicious 
anemia, is recommended in those who have had a 
total gastrectomy. (Arch. Int. Med., 95: 591, 1955.) 
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Virus Reactivation 


(American Chemical Society, Minneapolis, Sept. 12.) 
TEsT-TUBE reactivation of virus particles by mixing 
their noninfectious component parts has apparently 
been achieved. Tobacco mosaic virus was split into its 
components of protein and ribonucleic acid (RNA). 
Neither the protein alone nor the RNA alone pro- 
duced infection of plants. But when the two were 
mixed together again in the test tube, the material re- 
gained some infectivity, though it is not yet known 
whether the protein and RNA recombined into the 
original rod-shaped particles of ordinary tobacco mo- 
saic virus. 

A theoretical implication is the possibility of cre- 
ating new artificial hybrid viruses—by combining the 
protein of one type with the nucleic acid of another. 
Such viruses might be extremely useful in preparing 
vaccines employing artificial viruses of low virulence 
but high antigenicity, or in other medical aspects. 
The work also indicates that neither the protein nor 
nucleic acid of this virus, at least, can be singled out 
as the exclusive agent of genetic transmission, said 
Drs. Barry Commoner, Eddie Basler, Jr., Tung-Yue 
Wang and James A. Lippincott, Washington Univer- 
sity, St. Louis. The test-tube “reactivation” duplicates 
results obtained earlier by Drs. H. Fraenkel-Conrat 
and Robley Williams, University of California. 


Potent lodines 


(Ibid. Sept. 15.) SOLUTIONS contain several 
forms of this chemical agent. Only a small part usually 
consists of diatomic iodine, but this diatomic form is 
found to be mainly responsible for iodine’s germicidal 
properties. More potent preparations of iodine thus 
are promised against a wide spectrum of disease 
agents.—MiIcHAEL IANNARONE, BENJAMIN CARROLL and 
H. Stonenaut, Rutgers University. 
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Simple Urinalysis 


(Ibid. Sept. 15.) A New standardized tablet can be 
used for simple, accurate clinical urinalyses to detect 
as little as one part of blood in 100,000 parts of urine. 
The test avoids irregularities in existing tests for 
minute amounts of occult blood. The test requires 
only one drop of urine, placed on a small paper filter, 
with the reagent and two drops of water added. Pres- 
ence of blood makes the paper turn blue.—HeE en M. 
Free, R. S. Nicnouts and Dats E. Fonner, Miles-Ames 
Research Laboratory, Elkhart, Ind. 


Vitamin Protector 


(Ibid. Sept. 12.) Vrramin Bj: can be incorporated now 
in aqueous solutions of multivitamins by adding an 
extract from stomach or pylorus of animal origin. The 
stabilizing extract prevents destruction of Big which 
otherwise occurs in the presence of ascorbic acid.— 
Crame E, Granam and Stantey W. Hier, Wilson 
Laboratories, Chicago, Ill. 


Protein Blood Types 

(American Institute of Biological Sciences, East Lansing, 
Mich., Sept. 7.) AN IMPROVED TECHNIQUE of electro- 
phoretic separation of serum proteins led to discovery 
that humans can be classified into one of three types or 
groups of serum proteins. Furthermore, inheritance of 
the protein type appears to follow the same genetic 
laws as inheritance of regular blood types. A person’s 
protein type is apparently independent of his ABO 
type, and protein typing thus could be used to make 
paternity blood tests more accurate. Whether protein 
types figure in transfusion incompatibilities or have 
other medical significance is being studied.—Dr. 
Norma Forp Waker, geneficist, and Dr. OLIVER 
Surrutes, biochemist, University of Toronto. 
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Mushroom Tale 


(Ibid. Sept. 6.) In Cenrrat Europe and in Pennsyl- 
vania, folklore credits the eating of certain species of 
mushroom with protective effect against development 
of human cancers. Extracts from ten of 80 species ex- 
amined do indeed demonstrate some inhibitory effect 
upon transplanted cancers in mice, report Dr. E. H. 
Lucas and Joseph Stevens, Michigan State University. 
The extracts apparently contain some cancer-retard- 
ing factor, according to the studies done in collabora- 
tion with the Sloan-Kettering Institute, New York. 
The factor is apparently heat resistant. None of the 
extracts has yet been purified sufficiently for human 
experiments, and any role in providing clues toward 
cancer control is yet unknown. 


Heart “Palmistry” 


(Ibid. Sept. 6.) A DIFFERENCE in the location of certain 
patterns of lines in the palm is found to occur sig- 
nificantly more often in children with congenital heart 
defects than among normal children. This is no at- 
tempt to seek any scientific basis for ordinary palmis- 
try. Rather, it follows studies in which another re- 
searcher, Dr. Harold Cummins, Tulane University, 
found peculiar skin patterns in the fingers, palms and 
soles of a majority of children with mongoloid im- 
becilism. The patterns possibly could be of aid in 
making earlier diagnosis of mongolism and congenital 
heart defects. The evidence seems to indicate that the 
skin patterns and the existence of mongoloidism or 
congenital heart defects are all due to some prenatal 
upset rather than to some genetic influence.—Dr. 
Irene Ucuipa, Hospital for Sick Children, Toronto. 


Stomach Cancer 


(Ibid. Sept. 6.) A STATISTICAL-GENEALOGIC sTuDY of 
familial aspects of stomach cancer finds that relatives, 
especially the brothers, of persons dying of this ma- 
lignancy have a higher incidence than expected among 
the general population, while spouses of victims do 
not. Prevalence of stomach cancer in the relatives is 
about twice as high as in the general population. 


Tension and Migraine 


(American Psychological Association, San Francisco, 
Sept. 2.) Wen persons who suffer from migraine 
headaches are placed in provoking situations, they 
demonstrate greater psychologic tension than those 
free of migraine, and they will talk less about their re- 
actions to unpleasant situations. This indicates they 


may tend to keep emotion bottled up, rather than ex- 
pressing it.—Lzonarp C. Van per Linn, Jr., Veterans 
Administration Mental Hygiene Clinic, Boston. 


Jumpy Stomach 


(Ibid. Sept. 6.) Fear OR STARTLEMENT causes the hu- 
man stomach to have a brief spasm, then a period of 
irregularity in movement. Smoking causes a partial or 
total spasm, followed by depression. An electric shock 
causes some blocking or spasm, then an increase in 
contraction rate, while a noise causes some spasm and 
a decrease in contraction rate. Results are based upon 
studies in which human subjects swallowed a plastic- 
coated magnetic rod, with movements of the rod de- 
tected by a magnetometer.—Drs. M. A. Wencer, B. T. 
Encet and T. L. Cremens, University of California. 


“Hot” Diagnosis 


(Atoms-For-Peace Conference, Geneva, Aug. 18.) Tue 
FAMILY PHYSICIAN in the future may use tiny doses of 
radioactive isotopes to aid in diagnosis of disease and 
malfunctions. Such isotopes already are helpful, but 
require special precautions and trained teams. But if 
more sensitive instruments are developed for tracing 
the isotopes, the general practitioner could use them 
in smaller amounts than now are required, and employ 
them safely for patients routinely —Dr. Wuarp F. 
Lissy, AEC Commissioner. 


Radiation Hazard 


(Ibid. Aug. 13.) X-RAYING THE PELVIC AREA of women 
of child-bearing age should be restricted to the two 
weeks after a menstrual period, to avoid possible dam- 
age to an embryo in an unsuspected pregnancy. From 
mouse embryo experiments, it appears the embryo is 
most sensitive to x-ray damage during the time of 
major organogenesis, which for humans is from the 
second to sixth or seventh week of pregnancy. Choos- 
ing the time of two weeks after a menstrual period 
would mean comparatively little risk that an unsus- 
pected pregnancy exists.—L. B. Russeu and W. L. 
Russi, Oak Ridge, Tenn., National Laboratory, AEC. 


Tonsil Risk 


(Ibid. Aug. 13.) THE: is some statistical evidence to 
suggest that x-raying infants and young children to 
treat enlarged tonsils, adenoids, sinusitis and other 
benign conditions of the head and neck may play a 
part in later development of cancer of the thyroid 
gland.—Dr. D. E. Ciarx, University of Chicago. 
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Tetanus Prophylaxis in Dog Bite 


Q. Is it advisable to give a shot of tetanus antitoxin (or 
tetanus toxoid booster if previously immunized) in the 
case of dog bite? 


A. In the case of a dog bite, a decision as to whether or 
not to give tetanus antitoxin should be based upon the 
same considerations that govern its use for other 
wounds. If the skin was dirty or if the bite was through 
dirty clothing, it would be advisable to give a prophy- 
lactic dose of tetanus antitoxin. In the case of a “clean 
wound” which was presumably contaminated only 
with the organism present in the dog’s saliva, tetanus 
antitoxin would not be called for. 


Contracture of Palmar Fascia 


Q. What is the treatment for an early nondisabling 
bilateral Dupuytren’s contracture of ring and fifth 
finger area in a 46-year-old insurance salesman ? 


A. The usual treatment today is excision of the pal- 
mar fascia. Experts in this field are to be found in all 
large clinics and teaching institutions. The results are 
excellent. If left alone, in the early nondisabling stage, 
there is little chance of spontaneous improvement. 
Nearly always the contractures become slowly but 
steadily worse. The operative treatment is not so suc- 
cessful in the later phases of the disease. 


Treatment of Hydrocele 


Q. What is the preferred treatment for hydrocele in a 
patient 50 years old. Health otherwise good. 


A. Certainly excision of the hydrocele sac is the treat- 
ment of choice. This can be done preferably under 
thiopental sodium anesthesia, but local infiltration 
with Xylocaine, 2 per cent, will also give a satisfactory 
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anesthesia. After opening the hydrocele sac, the re- 
dundant portion is cut away and the edges are re- 
versed around the cord and sutured with a few stitches 
of plain catgut. 

Aspiration treatment almost always results in recur- 
rence of the hydrocele, and the injection of sclerosing 
fluids into-the sac after aspiration of its contents often 
results in the formation of considerable scar tissue and 
does not preclude a recurrence. 


Rocky Mountain Spotted Fever 


Q. How effective is the vaccine for Rocky Mountain spotted 
fever? Should one give a full series every year, o1 
would a booster shot be enough after the original 
series ? 


A. The vaccine has seemed to confer protection on 
laboratory workers and others heavily exposed to tick 
bite. The immunity conferred is transient and a 
booster shot is advisable annually. 


Treatment of Warts 


Q. Would you please advise treatment for verruca vul- 
garis of the hands ? In this specific case, a hyfrecator 
has been used on two occasions at several-month inter- 
vals, but the warts recur. The patient is 24 years of 
age. After hyfrecation, 2 per cent gentian violet was 
applied daily, but recurrence continues. 


A. Unfortunately, it is not uncommon for warts of 
the hands to recur even after “adequate” electrosur- 
gery under local anesthesia. 

In this case, I would suggest spotting of the lesions 
in the office with trichloracetic acid (saturated solu- 
tion), using zinc oxide salve to protect the skin around 
the lesions. 

Following the treatment, given twice a week, an 
ointment containing 5 per cent salicylic acid and 1 per 
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cent formaldehyde may be applied twice daily by the 
patient, if there is no irritation of the skin. Curette- 
ment of the lesions is done at the office before applica- 
tion of the acid. 

The patient should be told the lesions will be pain- 
ful at times. If the results in one month of therapy are 
not satisfactory as regards flattening, the patient 
should be referred to a dermatologist. 


Treatment of Rhinophyma 


Q. Ihave recently seen a young man of 28 who is devel- 
oping a progressive rhinophyma. His father, age 62, 
also has rhinophyma. I would appreciate knowing 
what the accepted nonsurgical treatment of this con- 
dition is today. 

A. Rhinophyma consists in gross hypertrophy of se- 

baceous glands. To reduce this hypertrophy without 

resorting to surgery may prove to be impossible. Yet 
response may be hoped for by utilizing these measures: 

(1) Request the patient to stop drinking milk and eat- 

ing ice cream, for the mammary secretion of the cow 

appears to stimulate sebaceous glands of the human be- 
ing; (2) give thyroid in tolerated dosage, avoiding over- 
dosage ; (3) give estrogenic hormone, such as Premarin 

0.625 mg. daily, in tolerated dosage, avoiding nipple 

soreness; and (4) give x-ray therapy in doses cumula- 

tively sufficient to produce some sebaceous gland atro- 
phy. Thyroid and estrogenic hormones reduce oil gland 
size to some extent. Topical medication is futile. 


Analgesia During Childbirth 


Q. What is the most popular procedure during labor in 
childbirth when pain is eminent and labor is long ? 
Are there any after effects when a spinal is used ? Is 
Trilene popular, when is it considered advisable, and 


how is tt administered ? 


A. The most popular forms of obstetric analgesia are 
morphine (with and without scopolamine), meperidine 
(Demerol), and the barbiturates. The usual dose of mor- 
phine is 10 or 15 mg. (4% or \% grain) given intramus- 
cularly. The customary dose of scopolamine hydrobro- 
mide is 1/150 grain. The usual dose of meperidine is 
100 mg. (1% grain). The customary dose of pentobar- 
bital sodium is 300 or 400 mg. (4% or 6 grains). 

The most frequent complication following spinal an- 
esthesia is headache, which is not uncommon. Other 
disturbances are urinary retention and occasional 
neurologic sequels. 

Trichlorethylene (Trilene) is very popular in the 
British Isles and is becoming more and more popular 
in the United States. The patient holds a cyprane 
mask or Duke inhaler and breathes the gas well before 
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the peak of a pain so that she can bear down when in- 
structed to do so. Trilene does not affect uterine con- 
tractions and hence does not prolong labor. Despite its 
peculiar odor, it does not induce nausea or vomiting. 
It produces no alterations in blood pressure, apparent- 
ly has no injurious effect on the liver or kidneys and is 
not irritating to mucous membranes. Severe anemia 
and respiratory disease at the time of labor are con- 
traindications to its use. Prolonged administration ap- 
pears to produce asphyxia in the infant, but there is no 
difficulty in resuscitation. Trilene has no advantage 
over other drugs for actual anesthesia. It produces only 
analgesia and should never be used to obtain surgical 
anesthesia. The analgesic effect is felt within 20 to 40 
seconds. 


Diagnosis of Skin Rash 


Q. What are the thoughts for diagnoses and treatments 
indicated in the following: A 32-year-old navy flyer 
has a rash occurring during the winter and clearing 
in summer or warmer climate. It is red, very slightly 
raised, slightly irregular patches, nonscaling, occur- 
ring on body, arms and legs, not on face; in size, 3 to 
20 mm., only slightly itching, about 10 to 30 patches 
at a time, gradually worsening and lasting longer 
into the summer. 

A. These data suggest especially the possibilities of 

(1) dermatitis from soap; (2) atopic dermatitis; (3) an 

**.id” from seborrheic dermatitis of the scalp. 

For (1), one may recommend that bathing be ac- 
complished with water alone (not too hot), allowing a 
bland, commonplace toilet soap once a week, though 
the hands, face and feet may be soaped considerably 
more frequently. Topically, zinc oxide ointment with 
liquid petrolatum sufficient to soften it considerably, 
may be recommended. 

For (2), 1 per cent hydrocortisone ointment might 
work very well, again limiting contact with soap and, 
if possible, with wool also. 

For (3), treatment of the scalp ought to clear the 
body, and one might try Selsun or else a combination 
of tar and a mercurial such as the following: 


R 

Crude coal tar min. x 
Ammoniated mercury gr. x 
Carbowax 1500 oz. 


Sig. For dandruff: apply throughout scalp 
sparingly overnight, wash out the next day; re- 
peat after one week. 


Ultraviolet light therapy, given over the entire body 
in doses avoiding sunburn but productive of gradual 
tanning, might be helpful too, in seborrheic dermatitis. 
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The Role of Humoral Agents in Nervous Activity. By Bruno Minz, 
M.D. Pp. 230. Price, $7.75. Charles C Thomas, Spring field, 
1955. 


Dr. Minz’ stupy is heartily recommended, as an undis- 
torted view of this field of medicine. It includes unbiased 
opinions and investigations of every known source on the 
subject of humoral transmission in nervous activity. Pre- 
sented graphically, and supplemented by charts and dia- 
grams, this book provides a good foundation for further re- 
search and for understanding abnormal humoral trans- 
mission. 

The author describes the first experiments of Langley 
Dale and emphasizes even more the still popular theories 
of Loewi, giving the pros and cons of their studies as stated 
by investigators. He concludes with accepted principles. 

Dr. Minz’ treatise contains definite theories, as well as 
hypotheses. It is definitely stated that the humoral com- 
position of nerve tissues is not uniform, since some contain 
thiamine, others histamine, norepinephrine and epine- 
phrine. However, the transmission of sensory impulses is 
still stated hypothetically. The humoral regulation of nerv- 
ous activity thus represents a very complex mechanism 
in which the metabolic effects of all elements are intimately 
correlated. 

This comprehensive book concludes with a challenge 
which may end the era of the chemical “transmitters” and 
open a new chapter in neurophysiology concerned with the 
role of “neurotropic agents” in nervous activity. 

E. Lorrernos, M.D. 


. Transactions of the first conference. Edited by 
Harold A. Abramson, M.D. Pp. 210. Price, $4.25. Josiah Macy, 
Jr., Foundation, New York, 1955. 


Jomuinc the well-known publications sponsored by the 
Josiah Macy, Jr., Foundation is the current volume. The 
conference as reported in the present volume can proudly 
take its place among its illustrious predecessors. 

The first conference on neuropharmacology was con- 
cerned with special problems of central nervous system 
physiology and related pharmacology. The book covers the 
conference in excellent detail, and it is nicely printed and 
bound. A few appropriate illustrations are included. 
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Practitioner's Bookshelf 


The book is obviously intended for specialists in neurol- 
ogy, physiology and pharmacology. It will be of interest to 
some men working in other fields, but it is extremely doubt- 
ful that the general practitioner will have the time, patience 
or background to study the book carefully. Furthermore, 
although the material covered in this volume is of funda- 
mental importance to many practical fields of medicine, 
there is not much that the man in general practice will be 
able to use until it has been refined by further research and 
investigation. —Jesse D. Risin, M.D. 


““ABSTRACTS’’ ERROR 


Dr. Epiru Porter, of the University of Chicago, 
has called to the attention of the editor of Abstracts 
a serious error in the abstracting of her paper 
“Emergencies in the Newborn” which she pre- 
sented at the Los Angeles Assembly. On page 
206, the Abstracts version indicates that oxygen 
can be introduced by (1) rocking, and (2) mask. 
Dr. Potter’s correct statement was that: “Jt is im- 
possible to get oxygen into the lungs of a non-breath- 
ing infant by a mask, by rocking it, by subjecting 
the body to pressure variations, or by any other 
means except putting it directly into the trachea under 
pressure.” 

The next sentence in the Abstracts outline indi- 
cates that: “Introduction of oxygen under pres- 
sure may rupture alveoli.” The word “excessive” 
should have preceded “pressure.” In Los Angeles, 
Dr. Potter said: “The pressure must be great 
enough to cause some expansion . . .; on the other 
hand it must not be high enough to cause rupture 
of alveoli...” 

The publisher and editor of Abstracts hope 
every subscriber will make these corrections on 
page 206 of his copy. 
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in postpartum breast engorgement, estrogen 
and androgen, employed together, provide 
more effective therapy with less unwanted 
side effects, than either steroid alone. 


THYLTESTOSTERONE 


MEDICAL HORIZONS Monday PM. 


*... Keep my temper down’ 


Statement from an emotionally unstable farm boy who received 
Serpasil in a recent study. This patient was 1 of 3 individuals with 
some form of character neuroses who were treated with Serpasil. 
Drake, F. R., and Ebaugh, F. G.: Ann. New York Acad. Se. 61:198 (April 15) 1955. 

Supplied: Tablets, 0.1 mg., 0.25 mg. (scored), 1.0 mg. (scored), 2.0 mg. 
(scored), 4.0 mg. (scored). Elixir, 0.2 mg. per 4 ml. 


PSYCHIATRIC USE ONLY: Elixir, 1.0 mg. per 4 ml.; Parenteral Solution, 
2-ml. ampuls, 2.5 mg. per ml. 
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Demonstrations of Physical Signs in Clinical Surgery. 12th ed. By 
Hamilton Bailey, M.D. and Allan Clain, M.D. Pp. 456. Price, 
$8.00. The Williams ¢ Wilkins Co., Baltimore, 1954. 


It May BE unfortunate that this British author has used the 
word “surgery” in the title of his book, since it may fright- 
en those doctors who do no surgery. However, it is an ex- 
cellent book on physical diagnosis. It is concise, easily 
readable and most practical. 

Particularly impressive are the 681 fine illustrations, 
many of them in color, which do so much to impart in- 
formation with comparatively brief written description. 

At the end of the book is a quote attributed to Dr. Logan 
Clendening: “‘Clinical diagnosis is an art, and the mastery 
of an art has no end; you can always be a better diag- 
nostician.” 

Certainly those who read this book will be better diag- 
nosticians—I feel that it would be a valuable addition to 
any general practitioner’s library. 

—Merriit M. Cross, M.D. 


Pathology. By Peter A. Herbut, M.D. Pp. 1,227. Price, $16.00. Lea 

& Febiger, Philadelphia, 1955. 

THE SUBJECT MATTER here is divided into five major cate- 
gories: congenital anomalies, inflammations, degenera- 
tions, physical disturbances and tumors. A general dis- 
cussion of these categories comprises the first section of 
the text, following which pathology of the various organs 
and organ systems of the body is considered from the 
standpoint of the above five classifications. A brief mention 
of signs and symptoms, as well as prognosis and a word 
or two regarding treatment are included in the discussion 
of the various pathologic states. 

The number of specific subjects covered is extensive 
and in many instances the discussions are so short as to 
be synoptic. 

The treatment of cellular pathology is, on the whole, 
adequate, but from the standpoint of theories of disease 
processes and pathologic physiology, the text leaves much 
to be desired. 

The book is a well-bound, attractive edition, printed on 
a good quality gloss paper with a type size that is easily 
readable. Illustrations are very adequate, though the few 
colored figures presented are mediocre. 

For the general practitioner interested in a very readable 
description of classic cellular pathology, this book offers 
an adequate source for a quick, though not too deep, re- 
view. For one interested in newer concepts and the dynam- 
ics of pathology, other available textbooks are superior 
to this one. —Ray E. GREEN, M.D. 


Drugs in Current Use. Edited by Walter Modell, M.D. Pp. 147. Price, 
$2.00. Springer Publishing Co., Inc., New York, 1955. 


MEDICAL DICTIONARIES, encyclopedias and textbooks stress- 
ing particular fields of medicine are standard reference 
materials in a physician’s office. Dr. Walter Modell’s book 
on drugs currently in use should be placed in the hands of 
every physician. 

Dr. Modell lists alphabetically all drugs in common us- 
age, with their official and proprietary names. Short es- 
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A new, up-to-date, concise 
and practical handbook 


PEPTIC ULCER 


Diagnosis and Treatment 


By CLIFFORD J. BARBORKA, M.D. and E. 
CLINTON TEXTER, JR., M.D. This book is of 
immediate value because it correlates the rapid 
advances that have been made in the therapy of 
peptic ulcer within the last few years. 


It discusses the newer concepts of treatment 
along with diagnostic methods of proven value. 
The newest concepts in the mechanism of ulcer 
pains, the surgical aspects of treatment, and 
post-surgical management are fully covered. 
Particular emphasis is placed on the patient- 
physician relation, and a practical program for 
the management of the patient presented. The 
newest anticholinergic drugs are evaluated. In 
fact, each chapter may be read as an independent 
essay on a particular facet of peptic ulcer. The 
appendix contains useful recipes for ulcer 
management. $7.00 
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ION EXCHANGE 
and ADSORPTION 
AGENTS 
IN MEDICINE 


The Concept of Intestinal Bionomics 
By GUSTAV J. MARTIN, Se.D. Why do people 


grow old? One of the reasons, says Dr. Martin 
in this stimulating book, is the constant bom- 
bardment of the gastrointestinal tract by toxic 
substances introduced with food. With 24 
Figures, 49 Tables, Index. $7.50 


LITTLE, BROWN & COMPANY 
34 Beacon St., Boston 6, Mass. 


145 


| 
| | 
| 
| 
| 
| 
| 
| 
= | 
| 


1950 Cortone® | 1952 Hydrocortone® 


1954 ‘Alflorone’ 1955 ‘Hydeltra’ 


(Prednisone, Merck) 2.5 mg. - 5 mg. (scored) 


the delta, analogue of cortisone 


Indications: 
Rheumatoid arthritis 
Bi hia 1, Pa. : Bronchial asthma 
Division oF Manck & Co, Ive Inflammatory skin conditions 


Children whose mothers keep 

apples on hand have less trouble 
with spoiled appetites and unclean 
teeth through the day. 


In addition to the familiar values of apples, 
their natural tooth-cleansing action and 
outstanding usefulness in the early 
establishment of eating habits conducive 
to caries control is significant to physicians 
and dentists alike. 


NATIONAL APPLE INSTITUTE, 726 JACKSON PLACE, WASHINGTON 6, D. C. in behait of THE APPLE GROWERS OF AMERICA 


146 GP Volume XII, Number 4 


5 “3 > 


says on each drug are included. A physician can quickly 
grasp from these concise descriptions dosages, warnings 
concerning stability, reactions in patients, storage re- 
quirements, general characteristics and use in therapy. 

The metric system of measurements is used, but the 
apothecary system is included. 

Dr. Modell’s listings will prove a time-saver to the con- 
scientious doctor in his daily work. 

E. LorrerHos, M.D. 


Angiographic Localization of intracranial Masses. By Arthur Ecker, 
M.D. and Paul A. Riemenschneider, M.D. Pp. 433. Price, $13.50. 
Charles C Thomas, Springfield, Ill., 1955. 


Tuis TEXT is an illustrated treatise portraying the angio- 
graphic changes produced by intracranial masses. A dis- 
cussion of the individual vessels and the alterations in these 
vessels resulting from displacement is concise and valuable. 
In the reproductions of the angiograms and in some of the 
sketches in this book, these changes are not always easily 
recognized. 

It would seem that this work would be of value to the 
radiologist and to the neurosurgeon, but of questionable 
help to the general practitioner. 

Donatp F. Cosurn, M.D. 


Arthritis and Rheumatism. The Diseases and Their Treatment. By 
Charles L. Steinberg, M.D. Pp. 326. Price, $10.00. Springer 
Publishing Co. Inc. New York, 1954. 


Tuts Book, by Dr. Steinberg and collaborators, is a fine 
contribution to arthritis because it is concise and describes 
arthritic diseases in chronologic order. 

It begins with physiology of joints, then includes careful 
description and explanation of rheumatoid arthritis and 
collagen diseases, rheumatic fever, rheumatoid arthritis 
and rheumatoid spondylitis, psychogenic rheumatism, 
osteoarthritis, gouty arthritis and the malignant collagen 
diseases. Methods for physical examination, orthopedic 
procedures and treatment, physical therapy and methods 
for rehabilitation are given excellent treatment. 

Dr. Steinberg is a rheumatologist, well grounded in 
rheumatic diseases, and one who was interested in this 
field before the appearance of cortisone. The bibliography 
refers to the great students and clinicians in rheumatism— 
Hench, Bauer, Steinbrocker, Freyberg, Douglas Collins 
and others. 

It might be advisable not to recommend such large doses 
of gold, because Freyberg has demonstrated that much less 
toxicity is encountered with smaller dosage and the results 
in treatment are as good. 

In this reviewer’s opinion, the use of gold therapy re- 
quires much more study than is given in this volume. 

This book was a pleasure to read and should be on the 
desk of all clinicians who see and treat rheumatic diseases. 

—C. Srewart GILLMOR, M.D. 


The Casualty Department. By T. G. Lowden, M.D. Pp. 278. Price, 
$7.50. The Williams & Wilkins Co., Baltimore, 1955. 


SCOPE OF THIS BOOK is not particularly wide. It appears to be 


intended more as a guide for the senior medical student, or ' 
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the intern, or a young physician who has just finished his 
internship. There is nothing particularly new in the book. 
The one chapter that is outstanding is that on the septic 
hand; and, in it, the illustrations and the diagrams are 
excellent. 

The book is very readable—simple and elementary in 
style and content. It is not recommended for a physician 
in a well-established practice. There is much information 
in it relative to the relationship between the physician in 
England (where the book was written) and the Ministry of 
Health and Police Departments. Obviously, such informa- 
tion is superfluous in the United States, 

B. Hitpesranp, M.D. 


Obstetrics. 11th ed. By J. P. Greenhill, M.D. Pp. 1,008. Price, 
$14.00. W. B. Saunders Co., Philadelphia, 1955. 


In THs, the eleventh edition of Obstetrics, Dr. Greenhill 
has added considerable new data on the physiology of the 
fetus and newborn, the physiology of the uterus, the tox- 
emias of pregnancy, abruptio placentae and especially the 
severe hemorrhages associated with an insufficiency of fi- 
brinogen, acute infectious diseases in pregnancy, pulmon- 
ary tuberculosis, diseases of the blood, choriocarcinoma, the 
lower nephron syndrome, diseases of the nervous system, 
renal diseases, puerperal infection, asphyxia, pulmonary 
hyaline membranes, retrolental fibroplasia and cerebral 
palsy. He has added entirely new chapters on roentgenology 


in obstetrics, analgesia and anesthesia, fetal erythroblastosis 
and the Rh factor, diseases of the nervous system, induction 
of labor, and prolonged labor. There is a special chapter 
on endocrine changes and diseases during pregnancy. 

The subject matter in this volume has been organized 
into two basic divisions, each of which in turn has its 
logical subdivisions. Part 1, “The Physiology of Repro- 
duction, Pregnancy, Labor and the Puerperium,” contains 
sections on the physiology and conduct of pregnancy, the 
physiology and conduct of labor, and the physiology and 
conduct of the puerperium. Part 2, “The Pathology of 
Pregnancy, Labor, and the Puerperium,” contains sections 
on the pathology of pregnancy, pathology of labor, pathol- 
ogy of the puerperium and a section on operative obstet- 
rics. The entire work is beautifully illustrated, many photo- 
graphs and sketches having added color to clarify the 
physiology or pathology presented. The excellent printing 
and masterful presentation of subject material combine to 
make Greenhill’s Obstetrics one of the most interesting text- 
books this reviewer has had the pleasure of reading. 

This book is primarily a text for the student of obstetrics, 
but I recommend it to all general practitioners who take a 
serious interest in this field of medicine. It contains ac- 
curate, authoritative and expert advice, as current as is 
possible in book form, from leading specialists, and is an 
excellent source of reference. 

—Georce L. THorpE, M.D. 
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Maternal Emotions. By Niles Newton, Ph.D. Pp. 140. Price, $3.00. 
Paul B. Hoeber, Inc., New York, 1955. 


THis Is an interesting discussion of women’s attitudes and 
feelings toward menstruation, sex, pregnancy, childbirth, 
breast feeding and other female phenomena. 

The monograph stresses the importance of a full under- 
standing by women of their reproductive and related or- 
gans. Evidence shows that those women who are proud and 
happy with their maternal role generally have fewer prob- 
lems with menstruation, childbirth, breast feeding and 
sexual relations. 

There are many helpful hints for the general practitioner 
regarding preparation of women for delivery and breast 
feeding. It is felt that all physicians attending women and 
children would be rewarded by perusing this book. 

—James D. Murpny, M.D. 


Physiology and Anatomy. 7th ed. By Esther M. Greisheimer, M.D. 
Pp. 868. Price, $5.00. J. B. Lippincott Co., Philadelphia, 1955. 


THE ESSENTIALS of anatomy and physiology have been in- 
tegrated here to render each subject more lucid. 

The seventh edition of this standard work has been 
expanded by new material on the endocrine glands and the 
function of the nervous system, based on the author’s ex- 
tensive readings in current literature and her own studies. 

The book opens with a general survey of the subject as a 


whole, outlining the organizational subdivisions of the body 
in structure and function, with especial reference to the cell. 
This pattern is followed in the subsequent sections which 
take up the musculoskeletal structure and its functions, 
the nervous system, organs of metabolism, and the repro- 
ductive system. The numerous diagrams, many in color, 
enhance the book’s value; in a volume of this size, however, 
pictorial detail must be sacrificed to avoid confusion. Several 
useful tables of muscles, nerves and the like are included 
for reference. 

The informal style, glossary, chapter outlines and chap- 
ter summaries are valuable study aids. They bring the 
textual material readily within the grasp of any intelligent 
high school graduate. It should ably fulfill its purpose, as 
the earlier editions have done, of a dependable nurses’ 
text. Most physicians would find the style too jejune, the 
material too rudimentary for reference; more comprehen- 
sive texts of comparable size are available to them. 

—Daniet M. Rocers, M.pD. 


Rx-Dermatologic Medications. By Marguerite R. Lerner, M.D. and 
Aaron B. Lerner, M.D. Pp. 183. Price, $3.50. The Year Book 
Publishers, Inc., Chicago, 1954. 


THE IMPRESSION one gets after having read this book several 
times is that it is an attempt to correlate the most common 
drugs and their producers into a catalog of handy refer- 
ences. Many pharmaceutical houses publish a similar cata- 
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log of references on all types of drugs, both old and new. 

This reference book has limited its scope to those drugs 
that are most commonly used in dermatology. The authors 
state that it has been necessary to forfeit some prepara- 
tions and favorite remedies because the book is not in- 
tended to catalog all past and present forms of therapy, 
but is a handy reference for simple and effective treatment. 
The authors have had some valuable suggestions from some 
outstanding consultants. 

Too little attention has been given to proper nutrition 
and vitamin therapy in skin diseases, in the opinion of this 
reviewer. It might be a good reference book for the under- 
graduate student or as a review for those who are taking 
an examination in skin diseases. 

For the man in general practice it is of value only as a 
quick reference book. He would profit more by acquiring 
a standard textbook on skin diseases and studying the 
chemistry of the various drugs, vitamins and diets as they 
apply to the therapy of various skin diseases, without de- 
pending on trade names of drugs. 

—Paut A. Davis, M.D. 


Surgery of the Heart. By Charles P. Bailey, M.D. Pp. 1,062. Price, 
$25.00. Lea é Febiger, Philadelphia, 1955. 


THIs TEXTBOOK, written by an eminent authority, depicts 
_ by word and numerous illustrations the anatomy, pathol- 
ogy and successful surgical approach to congenital and 


acquired vascular conditions. The book, indeed, fulfills 
this threefold purpose: First, to acquaint all physicians 
with the indications, contraindications, operative risks 
and results to be expected; second, to stimulate research 
and medical and surgical interest in this branch of sur- 
gery; and third, to present surgical approaches and tech- 
niques which have proved successful. 

This textbook contains ten chapters on surgery for 
congenital disorders, and 13 chapters on acquired heart 
conditions. Included, too, are timely discussions on heart- 
lung machine, hypothermia and cardiac resuscitation. 
Logical discussions of all these subjects make this book 
most useful for chest surgeons, cardiologists and internists. 
Its usefulness to the general practitioner is limited to a 
basic understanding of vascular surgery. 

—James D. Murpny, M.D. 


Bone and Joint X-ray Diagnosis. By Max Ritvo, M.D. Pp. 752. 
Price, $20.00. Lea ¢> Febiger, Philadelphia, 1955. 
Tuis Is an extensive textbook dealing with anomalies and 
diseases of the bones and joints, and disorders of certain 
of the soft tissue structures of the body. Following a chap- 
ter dealing with terminology and basic interpretation, there 
are chapters on anomalies, traumatic lesions and infections. 
There is then a chapter dealing with endocrine and meta- 
bolic disorders, one dealing with bone changes due to 
chemical substances and physical agents, and one with 
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diseases of the joints and periarticular tissues. There is an 
extensive and well-developed chapter on bone tumors. The 
last two chapters deal with diseases of the spinal canal and 
soft tissue roentgenography. There are brief references to 
radiotherapy and other forms of therapy of the disorders 
under consideration. The bibliography is rather brief. 

The printing and legibility are excellent; there are 560 
good illustrations. 

The book is one suited primarily for residents in roent- 
genologic training; for most conditions it should be util- 
ized with a roentgen teaching file. For general physicians 
it should prove useful as a quick reference in the study 
of certain roentgenologic problems involved in the diag- 
nosis of disorders of the skeletal system. 

The author is roentgenologist-in-chief to the Boston 
City Hospital, and is on the teaching staff of Harvard 
Medical School. —L. Henry GARLAND, M.D. 


Physiological Basis of Medical Practice. 6th ed. By Charles H. Best, 
M.D. and Norman B. Taylor, M.D. Pp. 1,335. Price, $12.00. 
The Williams ¢> Wilkins Co., Baltimore, 1955. 


THIS BOOK is a comprehensive textbook of physiology. Its 
1,335 pages include all the basic principles of the subject 
and would serve a most useful purpose as a text for the 
medical student since the text teaches the fundamentals 
necessary for application of future clinical work. 

The material is not easily read and the print is small. 


There are few photographs, but many schematic diagrams. 

Chapter 59 on the adrenal gland includes a complete 
academic discourse starting with development and struc- 
ture, blood and nerve supply, and proceeds to the actions 
of the various hormones. A review of the actions and uses of 
cortisone is included. 

This textbook would be of little practical value to the 
general practitioner, but could serve a useful purpose as a 
reference. It brings to mind the possibility of developing a 
more useful text on physiology through the closer colla- 
boration of a physiologist and a clinician. The physiologist 
could present the background and the practical clinician 
could apply its usefulness in everyday medical practice. 

—Joun G. WaLsH, M.D. 


Diseases Transmitted from Animals to Man. 4th ed. By Thomas G. 
Hull, Ph.D. Pp. 717. Price, $12.50. Charles C Thomas, Spring- 
field, Ill., 1955. 


THIS FOURTH EDITION is easy to read because of excellent 
printing and fine illustrations. The editor has assembled a 
group of authors who are known experts on their subjects. 
The chapters contain superb historical summaries of the 
respective diseases both in animals and in man, and con- 
clude with good bibliographies. 

This type of book, as the editor points out, is a source 
of information for the veterinarian, the health officer, the 
research worker and the physician. It is a book the general 
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physician should know about and be able to consult in the 
library as a guide to human infectious diseases that may be 
contracted from a variety of animals. In the last chapters 
there are tables which outline the types of infections (bac- 
terial, viral, fungous and parasitic) which can be transmitted 
to humans by certain animal species. This is not, however, 
a good book for obtaining details of characteristic symp- 
toms and signs of human infectious diseases, nor does it 
attempt to outline details of therapy. 

The chapters on tuberculosis, anthrax, rabies and plague 
are particularly valuable. In summary, this book provides 
an outline of disease relationships between animals and 
man. —Tuomas M. Gockg, M.D. 


Simplified Diabetic Management. 6th ed. By J. T. Beardwood, Jr., 
M.D. and H. T. Kelly, M.D. Pp. 194. Price, $3.00. J. B. Lip- 
pincott Company, Philadelphia, 1954. 


THIS SMALL BOOK impresses this reviewer as being a valuable 
work, not only as a quick and ready reference for the general 
practitioner treating diabetes mellitus, but also for the dia- 
betic patient. It covers everything in the management of the 
uncomplicated diabetic, giving background and important 
factors in treatment, both dietary and use of insulin, in 
addition to enlightenment on various accidents and com- 
plications of the disease. 

It would seem that anyone looking for important basic 
information connected with care of the diabetic would find 


it in this quite complete book. Seventy-six pages are given 
over to dietary management and 54 pages to the composi- 
tion of foods, for the information of both the doctor and 
the diabetic. The authors are advocates of the “unit” meth- 
od of figuring diabetic diets, but give a short paragraph 
detailing the manner in which the unit method can be 
converted to the “exchange” method of calculating diets. 
This conversion may be somewhat confusing to some dia- 
betics even though it is described plainly. The charts show- 
ing composition of foods also show values under the unit 
system. 

The book is written in an easy, flowing style and set up 
in type which facilitates reading. Administration of insulin, 
testing for sugar in the urine, and other items are well il- 
lustrated. This book is excellent for a physician to put in 
the hands of most of his diabetic patients. 

—WiuiaM M. Sprout, m.p. 


Pathology for the Surgeon. 7th ed. By William Boyd, M.D. Pp. 737. 
Price, $12.50. W. B. Saunders, Philadelphia, 1955. 
Boyp’s Surgical Pathology, with us for 30 years, with several 
face-liftings, appears now in its seventh edition. Most of us 
remember it as an excellent medical school text, standard 
in a number of schools. It has always been well written, 
reasonably clear and factual, and still is. A text on pa- 
thology could hardly be expected to contain inspiring and 
elevated prose. In fact, few medical books except those from 
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the pens of such writers as DeLee and Alvarez are truly en- 


Boyd has been rewritten in this edition, and its emphasis 
considerably altered, as the title now indicates. The 
graduate is now the audience, and the graduate surgeon 
more than the pathologist. Changes in medicine and 
surgery as they affect disease are recognized in the almost 
complete revision. Pathologic physiology has become an 
integral part of pathology itself. Much of it is here in- 
corporated. 

As to the physical attributes of this edition, most are 
good. The increasingly popular two-column page strives 
to hold the eye. If I were a student of type faces, I would 
name the type used. It is fatigue-saving. 

A useful device is a table of contents heading each chap- 
ter. References are listed at the end of each chapter. I have 
always found the continuity of my reading severely inter- 
rupted by marginal notes, footnotes and page-bottom 
references. This system makes for smoother reading. 
| Five hundred and forty-seven illustrations tell at a glance 
what would require considerably more pages than any one 
| volume could hold. There are photomicrographs, gross 
anatomy photographs, drawings and a few diagrams. There 
are ten color illustrations. Why only ten? More than any 
| other text, a pathology needs color. The budget must 
surely not be so short that an abundance of effective color 
plates is an impossibility. 


Were I purchasing such a text, I would willingly pay 
joyable, readable, easy-chair volumes. more for good color illustrations. 


—Francis T. Hopcgs, m.p. 
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Tue Juty issue or GP contained the first published ver- 
sion of a highly controversial report written by the 
American Medical Association’s Committee on Medi- 
cal Practices. The report, which discusses the very 
evident disparity between fees for medical therapy and 
fees for surgical therapy, was of real interest to the 
national news wire services. A story, based on the 
report, was promptly dispatched by both the AP and 
UP to more than 1,500 newspapers in all parts of 
the country. A month later, GP was harangued in a 
pure, though inaccurate, polemic published in the 
August 20 issue of New York Medicine. With neither 
malice nor resentment, we have elected to reprint the 
editorial plus a reply addressed to the editor, Mr. 
Robert Potter. 


The Editorial 


It has been a long hot summer. New York has been 
sizzling and the rest of the nation also sweltering as a 
persistent series of high pressure areas over Bermuda 
kept the heat wave coming up from the south. On the 
way they have passed over Kansas City, Missouri, and 
the editorial offices of GP the magazine of the Academy 
of General Practice. 

Rumors tothe contrary, editors of magazines are hu- 
man and one suspects that the heat and humidity of a 
mid-July day in Kansas City led to the editorial of GP 
which blasted off at surgeons for their “high fees” for 
performing operations after the general practitioner, 
the family doctor, had made the diagnosis. As reported 
in the New York Press by AP the magazine of the gen- 
eral practitioners said: 

**After making a diagnosis, arranging for hospital ad- 
mission and perhaps an ambulance, the doctor (the GP) 
must turn his patient over toa surgeon who then charges 
$150 for the 15 to 20 minutes of work required to re- 
move the appendix. . . . Often the patient is unduly im- 
pressed by the dramatic aura which surrounds surgery.” 
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Which Foot, Which Shoe—and Why? 


It may be the dog days (East Coast version) at work 
but it seems permissible to raise a few points in defense 
of the surgeon in the case. Did the GP really make the 
diagnosis or did he do what every good physician does 
—have the diagnosis confirmed by the surgeon? Was 
the GP on the staff of the hospital where the operation 
was performed or was it the surgeon who had the pa- 
tient admitted to the hospital? Was the operation a 
simple one without complications or was it a tricky one 
that took one or two hours or more? Who did the post- 
operative care especially in the critical stage when the 
patient was in the hospital? Was it not the surgeon? 

The implication of the newspaper article which the 
magazine, GP, inspired seems to be that somehow or in 
someway the general practitioner, the GP, either ought 
to get a part of the surgical fee or else ought to do the 
operation himself. 

There may be parts of the country—maybe Kansas 
City is one of them—where GPs do take out the ap- 
pendix and perform other major surgery. But the trend 
of modern medical care (and the declining death rate 
in surgery) arises by having qualified men do the op- 
erating. That is why the American Diplomate Boards 
in the various specialties have arisen. Despite what 
they may personally think of their own abilities, GPs 
are not qualified to do major surgery by modern ac- 
cepted standards. 

If the GPs want part—perhaps a percentage —of the 
surgical fee—then the whole affair smacks of fee-split- 
ting and that is bad, for it could mean, in the end, that 
they would refer surgical cases to the surgeon who 
would offer them the highest percentage of referral 
kickbacks. 

The whole matter of the relative costs of general 
practice in relation to surgery is now being studied by 
the physicians who are delegates to the American Med- 
ical Association. It is to be considered at the coming 
Boston meeting of the A.M.A. next December. 

What happened in Kansas City in the torrid heat- 
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wave of a mid-west summer is that somebody blew his 
top and couldn’t wait until next December to see what 
would happen. 

This may be the way to get national publicity in the 
press but one wonders if it does a real service to the 
profession of medicine, or the public which it serves. 


Mr. Cahal’s letter of August 24 follows: 


The Letter 


*‘Dear Bob: We know this has been a sweltering sum- 
mer in New York. We are sure the suffering denizens 
of that blighted metropolis have cursed the fates that 
condemn them to endure its horrid humidity. But this 
is no reason for you to attempt to administer a hotfoot 
to Kansas City, GP, or general practitioners. 

The editorial in your August 20 issue is an appall- 
ing piece of poor reporting. Kansas City, thank you, has 
not been sizzling or sweltering. It has been comfortably 
cool during most of the summer in this beautiful sec- 
tion of America. Anyway, a heat wave ‘coming up from 
the south’ would most certainly not pass over Kansas 
City on its way to New York, as a cursory glance at 
your map would reveal. 

“In the second place, the article appearing in our 
July issue which evoked such calumnious wrath in your 
pages was not an editorial. Neither was it an expression 
of the views of the American Academy of General Prac- 
tice, or GP, or its editors. As you surely must know 
by now, the article (which your errant author obvi- 
ously did not read) consisted of the complete and offi- 
cial report of the American Medical Association Com- 
mittee on Medical Practices just as it was submitted to 
the Board of Trustees, and exactly as it was subse- 
quently submitted to all members of the House of 
Delegates. Before venting such a splenetic attack, your 
editorial writer would have done well to have checked 
up on the facts or, at the very. least, to have read the 
article which he was attacking. It was a shameful breach 
of editorial responsibility. 

“GP was the first to publish the committee’s report, 
and for this we shall be pleased to receive your con- 
gratulations. Subsequently, it has appeared in a dozen 
other medical journals. 
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‘The point is that it is not an editorial comment by 
GP nor an article by the American Academy of General 
Practice; it is an official report by an official committee 
of the American Medical Association. So, if you want 
to give someone a hot-foot, direct your attention toward 
the American Medical Association. The shoe doesn’t 
fit here. 

“From a substantive standpoint, I shall point to only 
one of several specious conclusions in your editorial. 
You state that, ‘. . the trend of modern medical care 
and the declining death rate in surgery arises by hav- 
ing qualified men do the operating.’ Then, by a truly 
acrobatic non sequitur, you conclude that, ‘. . GPs are 
not qualified to do major surgery by modern accepted 
standards.’ With your first statement, we are in hearty 
accord. With the second, we totally disagree. You re- 
veal an egregious provincialism when you assume that 
no doctor who does not limit his practice to surgery 
has been adequately or properly trained in surgery. 
The fact is that a very great many of them have and in 
many cities throughout the country the leading sur- 
geons very often do not limit their practice to surgery. 
Instead, they serve their patients as family doctors. The 
question, you see, is not whether a man limits his prac- 
tice, but whether he has been properly trained and is 
otherwise qualified. He needs adequate training to per- 
form surgery; he also needs adequate training to care 
for a difficult nutritional problem in a child, or a case 
of coronary disease. 

**But this, of course, has little to do with the weather 
which was the principal subject of your literary effort. 
I am pleased to report that it is still cool, comfortable 
and invigorating here—not at all the torrid, humid hell 
your writer assumes. 

“Next time this chap levels off to blast an article in a 
contemporary publication, it would seem discreet to 
read it first so he will have some idea of what he is talk- 
ing about. Obviously, he knew no more about the con- 
tent of the article than he knew about the climate in 
Kansas City, which André Maurois has described as 
one of the few truly beautiful cities in the world.” 


Sincerely, 
Mac F. 
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AN ACADEMY OFFICER'S PROFILE ... 


Director William Sproul — 


Physician of Diversified Interests 


William M. Sproul, M.D. 


Wuen Dr. William Matthew Sproul of Des Moines, 
Iowa assumed the presidency of the Iowa chapter on 
September 15, it marked one more milestone in a busy 
medical career of a member of the Academy’s Board 
of Directors. 

On June 30, Dr. Sproul completed his 28th year 
of practice and found himself bringing to fruition a 
program for the care of the long-term ill in his county. 
Long-term illness has been one of his key interests the 
past few years and as chairman of the Polk County 
Medical Society’s Committee on Long-term Illness, he 
sparked this venture. 

Dr. Sproul was born June 17, 1899 in Boonville, 
Mo., to Matthew Page and Rosetta Hussey Sproul. He 
attended the public schools in Des Moines and did 
three years of undergraduate work at Des Moines 
University and Drake University before entering the 
University of Iowa College of Medicine. There he re- 
ceived his M.D. in 1926. He is a member of Alpha Tau 
Omega social fraternity and Phi Rho Sigma medical 
fraternity. Following his graduation he took an intern- 
ship in obstetrics and gynecology at University Hos- 
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pitals, Iowa City. He was married on August 20, 1942 
to the former Miss Elizabeth Ann Carlson. 

Dr. Sproul’s active interest in the Academy re- 
sulted in his election to the Board of Directors at the 
St. Louis Assembly in 1953. This year he was also re- 
elected chairman of the Commission on Membership 
and Credentials. Before being named president-elect of 
the Iowa chapter last year he had served four and a 
half years as the Hawkeye State’s secretary-treasurer. 

In the Iowa State Medical Society, Dr. Sproul 
also has a full agenda. He is an alternate delegate to 
the American Medical Association, is a member of 
the Public Relations Committee and a member of the 
Enrollment Committee of Blue Shield. He represents 
the state society on the Governor’s Commission on 
Children and Youth. 

Besides his position as chairman of the county’s 
Long-term Illness Committee, Dr. Sproul is active on 
many committees for the Polk County Medical Society. 
He is chairman of the Preceptor Committee, a member 
of the Committee on Maternal Health, the Committee 
on Hospital-Physician Relations and is a liaison 
physician to Blue Shield. He is also an alternate dele- 
gate to the state society. 

Director Sproul is chief of the General Practice 
Department of lowa Methodist Hospital and is a mem- 
ber of its executive council. He also serves on the hos- 
pital’s Committee on Education and its Committee on 
Long-term Illness. He is a member of the courtesy 
staffs of lowa Lutheran and Mercy hospitals in Des 
Moines. 

A past president of the Medical Forum (a medical 
study club) of Des Moines, he also has many nonpro- 
fessional interests. His chief hobby is woodworking, 
wood turning and carving, but a busy schedule has kept 
him from his workshop the past ten years. He admits 
he is impatient to return to it. 

He and Mrs. Sproul like to travel and do so as much 
as possible. Dr. Sproul is a charter member of the 
Iowa Book Collector’s Club and a member of its board 
of directors. Deeply interested in American history, 
especially the Civil War and Abraham Lincoln, he has 
what he terms a modest collector’s library on these 
subjects and cherishes a few first editions. Whenever 
possible he attends meetings of the Chicago Civil War 
Roundtable where the activities of that period are dis- 
cussed by renowned historians. 

For a change of pace, he reads quite a bit of philos- 
ophy and likes to write “when he has something to 
write about.” In his own words he “dabbles a little in 
color photography.” 

Obviously a man of many interests, he nevertheless 
does some “wishing” about delving into other spheres 
such as anthropology and astronomy. 
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March 19-22 To Be Key Days 


Program for Eighth Annual Scientific Assembly Announced 


At District of Columbia National Guard Armory 


THE PROGRAM for the 1956 Scientific Assembly, which 
has been in preparation since October, 1954 can now 
be unveiled for the first time. It has taken shape under 
the deft guidance of Dr. E. I. Baumgartner of Oak- 
land, Md., who is chairman of the Committee on Scien- 
tific Assembly. 

This Assembly will be held in Washington, D.C., at 
the District of Columbia National Guard Armory, 
March 19-22. Other members of the committee, all of 
whom have played active roles in the planning stages 
of this program, are Dr. Francis P. Rhoades, Detroit, 
Mich.; Dr. Joseph S. Devitt, Milwaukee, Wis.; Dr. 
Louis H. Weiner, Philadelphia, Pa.; Dr. John R. 
Bender, Winston-Salem, N.C.; and Dr. Robert F. 
Purtell, Milwaukee, Wis. 

In many ways, the 1956 program spells “general 
practice” more completely than any of its predeces- 
sors. With the exception of pediatrics, which was 


Dr. E. |. Baumgartner, 

chairman of the 1956 
Committee on Scientific As- 
sembly, is an old hand at 
program planning, hav- 
ing served a previous tour 
of duty on this committee, 
as well as several years as 
secretary of the AMA Sec- 
tion on General Practice. 
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reviewed thoroughly at Los Angeles last March, there 
is hardly a major subject area in general medicine 
which will not be covered during the Eighth Annual 
Assembly. The range includes obstetrics, heart dis- 
ease, gynecology, urology, ocular disease, fevers, 
pain, parasitology and traumatic repair. You are 
offered an interesting and stimulating variety: A sym- 
posium on delinquency and psychic deviations; 
a philosophic analysis of the interchangeable roles of 
medicine and religion; and a revealing peek at the 
‘new models” being readied for the medical armamen- 
tarium. 

Names of the speakers are not included in this 
announcement, because of a desire to describe them 
in more detail in succeeding issues of GP. Dr. Baum- 
gartner emphasizes, however, that they include “the 
top authority we could find in every subject—come to 
Washington. expecting to hear a group of uniformly 
fine speakers, every one of national reputation in his 
field.” 

The following is a chronologic listing of the lecture 
and panel titles which will be presented during the 
four days: 


Monday, March 19 


1:30 p.m. Disturbances and Disorders of Demeanor 

1. Juvenile Delinquency. 

2. Adult Deviations, including “Psychopathic Per- 
sonalities,”’ “Sexual Deviates,” “Habitual Criminals,” 
“*Neuroses” and “Narcoticand Barbiturate Addiction.” 
Stressing etiology and basic motivation; recognition; 
therapy and control; role of the general practitioner. 
Three 20-minute talks and a 30-minute panel, 
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4:00 p.m. Medicine and Theology 
An analysis of the essential rapport between religion 
and medicine—a stimulating discussion. 


4:30 p.m. The Changing Pattern of Disease 

A review of the road medicine has traveled; an esti- 
mate of where it is going. New types of diseases ; chang- 
ing severity; the influence of stress, emotions, new 
therapies. 


Tuesday, March 20 
9:00 a.m. Laboratory Aids in Diagnosis of Fevers 


The third in a series of “refreshers” in the wider 
and more effective use of the general practitioner’s 
laboratory in diagnosis. 


9:30 a.m. Therapy of External Ocular Diseases 
Role of the general practitioner in diagnosing and 
treating the more common eye disorders. 


11:00 a.m. Primary Wound Repair 

Proper emergency room techniques in lacerations 
and other traumatic conditions, with special attention 
to preservation of function and cosmetic effect. 


11:30 a.m. Tumors and Swellings of the Neck 


1:30 p.m. Diagnosis and Treatment of Curable Heart 
Disease 

Iatrogenic aspects; medical advances; status of and 
decisions for surgery. Panel discussion with a live 
clinic and experimental animals from Georgetown 
University. 


4:00 p.m. Atherosclerosis—Is It Reversible ? 


4:30 p.m. Cardiac Emergencies 


Wednesday, March 21 
9:00 a.m. Urology 


A dual discussion of “Obstructive Lesions in the 


Young Male” and “Urologic Disorders in the Elderly 


Female.” 


11:00 a.m. Visual Evidence of Vulvovaginal Diseases 

Two gynecologists and a general practitioner evalu- 
ate these gynecologic disorders as commonly encoun- 
tered in the family doctor’s office. 


1:30 p.m. Obstetrical Symposium 

1. Preparation for the Pregnancy—the primip pa- 
tient as a personality; the first visit; prevention of 
psychosis. 
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2. Protecting the Pregnancy—Covering the whole 
range of toxemias, blood dyscrasias, endocrine dis- 
turbances, as well as prevention of fetal loss. 

3. Preserving the Perineum—Third stage labor; 
when and how forceps, episiotomy; proper perineal 
repair. 


4:00 p.m. Intestinal Parasites 
Ameba and worms in children and adults. 


4:30 p.m. Animal Disorders in Men 

Relationship of veterinary and human medicine; 
animal viral diseases affecting man; the role of “vet” 
medicine in public health. 


Thursday, March 22 
9:00 a.m. Soft Tissue and Joint Pain 


A lecture demonstration with material and patients 
from District. of Columbia General Hospital. The 
presentation will be related to the family physician’s 
function in these disorders. 


11:00 a.m. The Patient with a Hemorrhagic Disorder 


11:30 a.m. A Look at Tomorrow’s Medicine 

Hints of new drugs and tools in the making; of new 
therapies and techniques “just around the corner,” 
that will make tomorrow’s medicine more precise, more 
expeditious, more resultful. 


In accordance with established policy, recess periods 
will be provided every morning and afternoon, in addi- 
tion to the 90-minute lunch recess, to allow every 
physician ample opportunity to study the scientific 
exhibits and visit his friends among the technical 
exhibitors. The Subcommittee on Scientific Exhibits 
will be headed by Dr. John R. Bender and the exhibits, 
as at previous Assemblies, will be integrated with the 
lecture program. An impressive list of more than 60 
displays is being assembled at the present writing. 

The Armory is located in the eastern section of 
Washington, adjacent to the District of Columbia 
General Hospital. A special auditorium, with seats for 
an audience of approximately 3,500, will be con- 
structed at one end of the huge two-story-high drill 
hall. All phases of the Assembly—lectures, scientific 
exhibits and technical exhibits—will be in close prox- 
imity to each other. 

More detailed stories about the program and other 
Assembly activities will appear in subsequent issues of 
GP. Don’t delay too long in making your hotel reserva- 
tions (use the convenient reservation form on page 175 
of this issue) as the number of really choice accommo- 
dations is not unlimited. 
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Trends and Events in the Nation’s Capital 


Solution to Draft and Dependents’ Problems 


Tue DepaRTMENT OF DerEnsE has arrived at what it be- 
lieves to be the solution to its most vexatious medical 
problems. They are (1) keeping Army, Navy and Air 
Force in doctors without resorting to a special draft, 
and (2) providing health care for servicemen’s de- 
pendents. 

These responsibilities can be fulfilled satisfactorily, 
the Pentagon feels, through adoption of a career in- 
centive program and a flexible plan for medical services 
to dependents by utilizing both military and civilian 
resources. Details have now been made public, to be 
discussed and criticized this fall and winter for the 
guidance of Congress, which will have the last word in 
the matter. 

Designed for numerical strengthening of the regular 
medical corps of all three services, the career incentive 
plan would offer such financial inducements as higher 
salaries, extra bonuses for officers contracting to stay 
on active duty for protracted periods, better retire- 
ment propositions and higher rank upon admission 
into the services. 

In addition, it is planned to go as far down as the 
third year of medical school, putting students on full 
pay of second lieutenant or ensign, conditional upon 
their contracting to serve obligated periods in uniform 
following completion of internship. Also, residency 
training will be subsidized in both civilian and military 
hospitals, subject to similar conditions. 

The dependent care plan envisages 57 per cent of an 
estimated 2,204,000 dependents electing to receive 
medical services at military posts and the remainder 
preferring to go to their own civilian doctors. Then it 
is estimated that 95 per cent of the latter group of de- 
pendents would choose to be covered by a prepaid in- 
surance plan. 

Defense Department figures that its annual bill would 
run $76 million, which does not include the cost of pro- 
viding care by military medical personnel. Its share 
of the insurance premiums would be $73 million, with 
the serviceman’s contribution being limited to $3 
monthly, and it would assume three-fourths of the fee- 
for-service bills totaling slightly more than $4 million 
a year, 

The Secretary of Defense, who is now Charles E. 
Wilson, would be authorized to enter into contracts 
“with such private insurance plan or plans as he shall 
deem appropriate.” He would also be empowered to 
set up fee schedules following discussions and negotia- 
ions with medical societies. 
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The Department of Defense 
through leadership of Sec- 
retary Charles E. Wilson be- 
lieves it has the solution to 
health care for service- 
men’s dependents and the 
Doctor Draft. 


Only certain parts of the career incentive plan re- 
quire congressional approval. The dependent care 
scheme, however, lies entirely in the lap of Congress, 
which is certain to take up both proposals early in the 
1956 session. Incidentally, it also will give consideration 
to the Administration-supported bill establishing a 
contribstory health insurance system for some 2 million 
federal employees and their dependents. 


Large Health Bill Agenda for Next Congress 


A review of the 1955 session of Congress, ended on 
August 2, reveals that it enacted a fair amount of 
health legislation and deferred judgment upon even a 
larger volume of bills. 

It continued for two more years, until June 30, 1957, 
the authority of Selective Service to draft physicians, 
but with the age ceiling lowered from 51 to 46. It 
granted authority for commissioning of men in the 
Army, Navy and Air Force Nurse Corps; instituted a 
program of federal grants to the states for purchase of 
poliomyelitis vaccine, with $30 million appropriated ; 
broadened government aid to the states for abatement 
and control of air pollution; amended existing law to 
facilitate distribution of greater amounts of federal 
surplus property among hospitals and medical schools, 
and even changed the postal laws to permit mailing of 
live scorpions intended for medical research or manu- 
facture of antivenin. 

Over the long range, perhaps the new law of greatest 
significance is that calling for a national survey of 
problems of mental health and mental illness. American 
Medical Association, American Psychiatric Association 
and some 17 other national societies have formed a joint 
commission which will draw up plans for the compre- 
hensive study, for approval of the Department of 
Health, Education and Welfare. 

Also of interest to medicine are the bills passed by 
the House this year and which will be taken up by the 
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Senate in 1956: Amendments to the Social Security 
Act, most controversial of which is the one instituting 
permanent and total disability benefits, and the measure 
authorizing the Army, Navy and Air Force to com- 
mission doctors of osteopathy on a parity with doctors 
of medicine. 
For its part, the Senate approved three bills which 
e must receive House indorsement before being sent to the 
‘ White House for signature. These would set up a 
three-year, $90 million federal grant program to pro- 
mote construction of research facilities in hospitals, 
clinics and medical schools; extend the Water Pollu- 
tion Act, and elevate the status of Public Health 
Service commissioned personnel to military level in 
time of emergency. 

Still unpassed by either branch of Congress but 
holding high priority for consideration in 1956 are 
pending bills to subsidize enlargement of medical 
schools, inaugurate federal reinsurance of prepaid 
health insurance plans, restrict veterans’ hospitaliza- 
tion, abolish the Public Health Service hospital system 
and amend the income tax laws to enable physicians 
and other self-employed professional people to set aside 
a portion of their income for diversion into a pension 


fund. 


AAGP Member Heads Committee To Review 
Joint Commission on Hospital Accreditation 


A SPECIAL seven-inan committee to review the functions 
of the Joint Commission on Accreditation of Hospitals 
has been appointed by the AMA, with Academy mem- 
ber, Dr. W. C. Stover of Boonville, Ind. as its chair- 
man. 

The committee appointments were made by Dr. E. 
Vincent Askey, speaker of the American Medical As- 
sociation House of Delegates, as a result of the intro- 
duction of six resolutions in the House during the 
AMA session in Atlantic City last June. Dr. Askey says 
his selections were made in trying “‘to give representa- 
tion to the interested parties who introduced these 
resolutions.” 

Dr. Askey espoused the hope that the committee 
will be able to submit some kind of report to the 
House next June in Chicago. 

The report of the Reference Committee on Medical 
Education and Hospitals, which was adopted by the 
House, said in part: 

*Your Reference Committee recommends that the 
Speaker of the House of Delegates be requested to ap- 
point a special committee to review the functions of 
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the Joint Commission on 
Accreditation of Hospitals 
to consist of seven mem- 
bers, none of whom shall be irrrraTING office types which can be found in al- 
members of the Councilon most any doctor’s practice were discussed by Dr. 
Medical Education and Keith Hammond, a member of GP’s Publication Com- 
Hospitals or of the Joint mittee, in the July 31 issue of Parade magazine. 


Hammond Parade Article Lists Ten 
Patient Types Who Irritate Physicians 


Commission on Accredita- Dr. Hammond in a friendly way turns the tables on 
tion of Hospitals. The spe- some of his profession’s severest critics—the patients 
cial committee should be = —in his article, ‘The Patients Who Drive Us Crazy.” 


instructed to make an in- In the belief that enlightenment breeds good will 
dependent study or survey —_ which can result in better 
and report its findings and _— doctor-patient relation- 
recommendations to the — ships, Author Hammond 
House at the next annual meeting. All physicians _ listed the ten: 
and hospitals are urged to pass on to this special com- The Alarmist ; The Time- 
mittee any observations or suggestions concerning the = Waster; The Shy “‘Maid- 
functioning of the Joint Commission on Accreditation en;’’ The ‘‘No-Payer;” 
of Hospitals.” The “I Know Better” Pa- 
Other members of the special committee appointed _ tient; The Stubborn One; 
by Dr. Askey are Drs. John F. Burton, Oklahoma The Non-Cooperator; The 
City, Okla.; Gerald D. Dorman, New York; George F. © Worry Wart; The Shopper 
Gsell, Wichita, Kans.; Eugene F. Hoffman, Los An- and Those Without Trust. 
geles; T. C. Terrell, Fort Worth, Texas and George He has written numerous 
A. Unfug, Pueblo, Colo. articles for GP. Keith Hammond, M.D. 
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Congress Adjourns Without Action 
On Hoover Commission's Health Findings 


LirrLe MORE than a month after the Hoover Commis- 
sion died a natural death on June 30, the 84th Con- 
gress adjourned, leaving behind, among other things, 
the commission’s recommendations on federal health 
and medical services. 

Former President Her- 
bert Hoover who headed 
the eight-year study has 
stated that if the commis- 
sion’s over-all proposals 
were followed by Congress, 
it could save enough to bal- 
ance the budget and cut 
taxes. 

What the 85th Congress 
will choose to do in the 
health field, especially in an 
election year, remains to 
be seen. The report states 
the commission has found 
waste and duplication of ef- 
forts in federal health and 


Wide World Photos 


Former President Herbert 
Hoover, now 81, plans to re- 
tire from public life. The 
commission’s study climaxed 
41 years of public service. 


medical services, as in other governmental depart- 
ments, and has made specific recommendations to 
Congress for more efficient and economical care of 
the nation’s health. 

The commission’s report was based largely on find- 
ings of its Medical Services Task Force, composed of 16 
well-known leaders in all branches of the medical pro- 
fession, as well as on studies by the commission’s staff 
and members. However, the Task Force recommenda- 
tions differ sharply from those of the commission in 
some instances, including the highly controversial non- 
service-connected disabilities issue. 

Federal agencies, according to the report, have as- 
sumed responsibility for complete or partial health and 
hospital care for 30 million persons at a cost of more 
than $4 billion a year, $2 billion of which is for vet- 
eran’s disability allowances. In addition, through its 
various preventive health services, the federal govern- 
ment has taken on a measure of responsibility for the 
health of all of its 160 million people. 


Federal Advisory Council of Health 


The Commission’s “Recommendation No. One” 
called upon the President to appoint a Federal Ad- 


visory Council of Health for review of federal medical 
policies and activities for purposes of coordination, 
elimination of duplication and development of over- 
all policies. The Task Force likewise placed this rec- 
ommendation as first in importance, emphasizing that 
without such a council many of the other recommenda- 
tions could not be carried out. 


Veterans Administration 


Present hospitals operated by the Veterans Admin- 
istration include 111 general medicine and surgical, 38 
neuropsychiatric and 21 tuberculosis. The Task Force 
reported, and the commission substantially agreed, 
that 19 of these hospitals should be closed because of 
their poor locations and low rate of bed utilization, also 
stating that Congress should not authorize further 
construction of VA hospitals. 

The greatest of all problems” in medical care for 
veterans, the Commission declared, are the nonserv- 
ice-connected cases. Of the 21,000,000 living veterans, 
about 17,500,000 are potentially eligible for hospital- 
ization for nonservice-connected care, dependent on 
declared inability to pay. In 1954 nonserviee-connected 
cases, on an average day, accounted for 65,000 out of 


the total 109,000 beds occupied in the VA hospitals. 

The Task Force would solve the problem by provid- 
ing hospital treatment to indigent veterans for any 
nonservice-connected disabilities within a three-year 
period after separation or discharge from the armed 
forces, a program designed to reduce the govern- 
ment’s responsibility for veteran care from a potential 
of 21 million veterans to about 7 million. 

The commission did not go along with this proposal 
but instead made a series of recommendations to pro- 
vide the VA with a firm legal basis for determining 
veterans’ eligibility for nonservice-connected medical 
care. It likewise noted its belief that “the sentiment of 
the American people is that a sick and really indigent 
veteran should be provided care in VA hospitals. The 
Task Force would limit outpatient care to that follow- 
ing hospitalization, but the commission would include 
prior hospitalization care also. 

Programs tending to keep aged veterans going and 
prevent their reduction to chronic bed patients should 
be extended, the commission reported. The whole 
program of disability allowances (compensation and 
pension payments), the Task Force noted, “is remote 
from current medical practice and philosophy and 
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spasm, acidity and pain 


an 


-Phenobarbital Tablets each con- 
1 5 bromide and 15 mg, phenobarbital. 
NYL®@ Bromide (oxyplienonium bromide 


ABC-TV 
=é 
=~ 
os 
= 
] 
= 


) 


mission would transfer responsibility for this program 
from the Department of Veterans Benefits to the De- 
partment of Medicine and Surgery. 


Defense Department 


Within the Defense Department, the commission 
urgently called for regionalization of military medical 
services, based on the Task Force report of duplica- 
tion and even competition among the Army, Navy and 
Air Force services. It adds there are too many small 
hospitals and infirmaries within easy reach of large 
facilities which have empty beds and not overburdened 
staffs. Medical specialists are too scattered—many of 
them are in hospitals which cannot make full use of 
their valuable training or skills. 

The commission would require the three services to 
cooperate in more efficient utilization of facilities and 
specialists. 

The Task Force found that the amount of care given 
to dependents of military personnel is large and has 
grown enormously in recent years. Both this group and 
the Hoover Commission, however, recognized the re- 
sponsibility of the federal government to provide medi- 
cal and hospital care for dependents of overseas mili- 


tary personnel. For dependents within the United 
States, the commission recommended a voluntary con- 
tributory plan of medical care and hospital insurance, 
convertible to family coverage on completion of service. 


United States Public Health Service 


The United States Public Health Service, major 
health program of the Department of Health, Educa- 
tion and Welfare, was criticized by the commission for 
the rigid categories in which grants to states are made 
for specific health programs, as distinguished from 
general health services, thereby diminishing their use- 
fulness. The Task Force agreed on this point and also 
urged strengthening of local health services. 

Construction of small hospitals in rural or semirural 
areas has received special impetus under assistance of 
the Hill-Burton Act of 1946, the Task Force found. Of 
891 new general hospital projects completed or under- 
way, more than 75 per cent are in communities which 
had no hospitals or none that were acceptable. More 
than half are in communities of less than 5,000. The 
commission commented that this has been a “useful 
project” but that it should be reappraised by the 
proposed Advisory Council. 


Select the of Protections 


Deca-Vi-Sol—the new, more comprehensive formula including vitamins Biz 
and Bs—permits even greater flexibility in specifying vitamins for infants 
and children. Like Poly-Vi-Sol and Tri-Vi-Sol... 


Deca-Vi-Sol is highly stable... refrigeration not required ... potency 


assured... readily accepted... exceptionally pleasant flavor... no 
unpleasant aftertaste... full dosage assured . . . can be dropped directly 


into the baby’s mouth. 


For older children, specify Mulein, the good-tasting, orange-flavored 


\ vitamin liquid for teaspoon dosage. 
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The Public Health Service has been providing hos- 
pital and outpatient care in 12 general hospitals, a 
leprosarium, a tuberculosis hospital, two mental hospi- 
tals primarily for narcotic addicts and 122 outpatient 
clinics. On July 1, 1955, the Service was to take over 
the hospitalization and services for Indians from the 
Department of the Interior. 

The Commission recommended that the Service 
close the 12 general hospitals and all of the clinics ex- 
cept those engaged in research activities and physical 
examinations for federal civilian employes and foreign 
nationals entering this country. The Task Force, on 
the other hand, made no specific proposal concerning 
these hospitals. The commission also would terminate 
hospital and clinical service to American merchant 
seamen. 


Preventive Health Service 


In the category of preventive health services, the Task 
Force stated that many of the current admissions to 
mental hospitals could be treated successfully in out- 
patient clinics and that spread of infectious syphilis and 
tuberculosis could be arrested by early treatment of all 
cases. 


The Task Force reported, and the commission con- 
curred, that too little attention has been given to the 
preventive aspects of the mental health program and 
stated that the Veterans Administration should be given 
more authority to emphasize preventive psychiatric 
work. 


Food and Drug Administration 
The Task Force found that the Food and Drug Ad- 


ministration is carrying on activities that are not worth 
the time, effort and money in the present state of manu- 
facturing and processing. Accordingly, the commission 
advised the President to establish a joint committee to 
review the activities of the Food and Drug Administra- 
tion and the Agricultural Research Service. 


National Library of Medicine 


Legislation for a National Library of Medicine, to 
function as a division of the Smithsonian Institution, 
was proposed by the commission. The medical collec- 
tions, staff and activities of the Armed Forces Medical 
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Library should be transferred to this institution, the 
commission said, so that the resources of this largest 
and most important medical library in the world might 
be utilized to better advantage. 


Health Research 


Government contributions to medical research have 
grown from $3 million in 1941 to $119 million in 1954. 
The commission reported that these expenditures, how- 
ever, have lacked over-all planning and that this respon- 
sibility should fall to the proposed Federal Advisory 
Council. The Task Force, however, recommended an 
advisory rather than a directing role for the council. 

The commission did not favor short-term awards of 
research funds, suggesting instead a system of grants 
not confined toa specific year, which would enable plan- 
ning without fear of abrupt termination of support. 


Children’s Bureau 


The commission lauded the work of the Children’s 
Bureau but recommended that it be removed from the 
Social Security Administration and placed in an admin- 
istrative position in the Department of Health, Educa- 
tion and Welfare, which would take cognizance of the 
needs of the whole child in the broad fields of health, 
education and welfare and also support necessary re- 
search in the field. 


Dr. Hugh Hussey, One of Five 
To Be Honored by Alma Mater 


GP’s mepicat EpiTor, Dr. Hugh H. Hussey, received a 
distinguished honor at a recent joint dinner meeting in 
Boston of the Georgetown University Alumni Associa- 
tion and the Georgetown Club of Boston. Dr. Hussey, 
also professor of preventive medicine and public health 
at Georgetown’s School of Medicine, was one of five 
alumni to receive the John Carroll Award. It reads: 

“The Georgetown Uni- 
versity Alumni Associa- 
tion, proudly conscious of 
the record of the sons of 
Georgetown in exemplify- 
ing the ideals and tradi- 
tions of their alma mater, 
confers the John Carroll 
Award for 1955 upon Dr. 
Hugh H. Hussey, °34, 
whose life, marked by dis- 
tinguished services, has re- 
flected great credit upon 
the University.” 
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Five hundred alumni and guests attended the dinner. 
Other recipients of the award were Congressman An- 
toni N. Sadlak of Connecticut, The Honorable John C. 
O’Mahoney of Wyoming, The Honorable Edmund L. 
Flynn, chief justice of the Supreme Court of Rhode Is- 
land; and the Most Reverend Jeremiah F. Minihan. 
auxiliary bishop of Boston. 


Key Positions ir Arkansas Medical 
Society Filled by AAGP Members 


ACADEMY MEMBERS are now filling the majority of the key 
offices of the Arkansas State Medical Society. Dr. L. H. 
McDaniel of Tyronza was installed as president at its 
recent annual meeting in Hot Springs. Dr. McDaniel 
is immediate past chairman of the AMA Section on 
General Practice. 

Dr. Fount Richardson, Fayetteville, one of the mem- 
bers of the AAGP Board of Directors, was named presi- 
dent-elect ; Dr. Roy I. Millard, Russellville, was elected 
first vice president; Dr. J. J. Monfort, Batesville, is sec- 
retary; Dr. C. C. Long, Ozark, is vice speaker of the 
house of delegates; Dr. R. B. Robins, Camden, a past 
president of the AAGP, was elected a delegate to the 
AMA; and alternate delegate is Dr. R. C. Dickinson, 


Horatio. 


R. B. Robins, M.D. 


American Hospital Association Predicts 
One in Eight To Be Hospitalized This Year 


One out of every eight persons in this country will be 
a hospital patient this year, according to a prediction 
made by the American Hospital Association in a mid- 
summer report. 

The association made its prediction on the basis of 
the steady rise in hospital admissions the past few years. 
AHA began its statistical series in 1946. 
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The report also noted that hospitals in the United 
States cared for a record 20,345,431 patients in 1954. 
This represented an increase of 161,604 patients over 
1953. It also stated that the average patient’s stay in 
short-term cases in general hospitals declined, continu- 
ing a trend noted the past several years. The average 
stay last year was 7.3 days, against 7.9 days in 1953 and 
9.1 days in 1946. 

On the basis of the findings, AHA reports further cost 
increases in hospital care—the average cost per patient 
stay last year was $171. In 1953 it was $160. 


Willys-Sponsored Diagnostic Clinic Gets 
Toledo Academy of Medicine’s Endorsement 


A PILOT EXPERIMENT in a diagnostic clinic is underway 
in a Willys Unit of United Auto Workers, CIO, in To- 
ledo, Ohio with the endorsement of the Toledo Acad- 
emy of Medicine. 

The diagnostic clinic idea grew out of the belief that 
although two-thirds of all U.S. citizens are covered by 
some kind of hospital or health insurance, nearly all 
have to wait until they are actually ill before they can 
benefit. Instead of tracking down the trouble at the on- 
set of the first twinge when it would do the most good, 


most persons wait until they are really sick, rather than 
pay for laboratory tests. 

The clinic will provide low-cost diagnostic medical 
and dental care to union members and their families. 
On its 21-member board of governors are civic, reli- 
gious, business, legal and educational leaders. 

According to a report, “After the first (free), base- 
line physical, the workers will be entitled to any and all 
diagnostic services at one-fifth of cost. The other four- 
fifths will be paid by the clinic welfare fund. Workers’ 
families, though not entitled to the free physical, will 
be eligible for the 80 per cent discount on diagnoses.” 

In another report, from The New York Times, it states 
that union members and their families ‘‘will be referred 
to the family physician through the Toledo Academy of 
Medicine. There will be no treatment at the clinic, al- 
though clinic doctors will be available to be of service to 
the family physician in diagnosis.” 


Clearing House for Blood Banks 
In 11 States Set Up in Chicago 


Cuicaco has been set up as a clearing house for the 
blood banks in 11 states. The Illinois State Medical So- 
ciety appropriated $6,000 to perfect the plan which 


Highly 


compatible 
vehicle 


New SERPASIL 


ephedrite sulfate, na 
Serpasil de 


ang Chiidren. 


nfat contains O.2 mg. 


mpatidie with 
Antreny'* Gyrup, codeing phcaphate, 
and many other 


> 
4 
| ns 
t ili 
| 


Mead Johnson Winner Honored in West Virginia—Dr. Arch T. 
McCoy Il, one of the 1954 Mead Johnson winners, was presented a 
certificate marking the completion of a one-year general practice 
residency in Charleston Memorial Hospital made possible through 
the Academy’s Mead Johnson Scholarship Program. Shown follow- 
ing the presentation ceremony in the hospital library are (standing, 
left to right) Nerman L. Lesh, hospital administrator; John H. 
Crowell, Mead Johnson representative; and (sitting, left to-right) 
Dr. McCoy, Dr. John Hash, chief of the hospital’s Géneral Practice 
Section; and Dr. T. Maxfield Barber, president of the West Virginia 
chapter. 


covers Illinois, Michigan, Indiana, Wisconsin, Iowa, 
Minnesota, Missouri, Kansas, Nebraska, and North and 
South Dakota. 

A National Blood Foundation to administer the pro- 
gram which will soon be nationwide was organized by the 
American Medical Association, Red Cross, American 
Hospital Association, American Association of Blood 
Banks and American Society of Clinical Pathologists. 

Closely resembling the nation’s Federal Reserve bank- 
ing system, it is expected the blood bank clearing house 
will eventually cover all blood banks in the country. 


‘Other clearing houses over the nation are in the proc- 


ess of being set up. 

The plan is designed to smooth out surpluses and 
deficits of human blood supplies, will aid in the concen- 
tration of blood needed in areas stricken by sudden 
emergencies, and is expected to help eliminate wide 
disparities in fees charged for blood transfusions. 

For example, through the clearing house, a person 
living in Chicago can donate a pint of blood and have a 
“blood credit” transferred to a relative in a Los Angeles 
hospital or elsewhere. The transaction is handled the 
same way a bank handles financial credit. The process 
is as simple as telegraphing flowers to the patient, a 
spokesman for the new system explains. 
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Medical News in Small Doses: 


Kansas AcapEMY Memser George L. Thorpe of Wichita 
was elected vice chairman of the Section on General 
Practice during the AMA’s annual meeting. He will 
take over as chairman at the AMA meeting in Chicago 
next June. ... The new president of the New Mexico 
Medical Society is Dr. Earl L. Malone, Academy mem- 
ber from Roswell. ... Ninety-three students have re- 
ceived loans totaling $176,896 for their medical educa- 
tion through the Rural Kentucky Medical School Fund, 
according to a recent report from the Fund’s trustees. 

. Dr. Milton B. Casebolt, Kansas City, Mo. was re- 
cently named to the board of the Missouri Public Ex- 
penditure Survey.... In Glendale, Calif., Academy 
member, Dr. Jo Ann Taylor, has been appointed chair- 
man of emergency services staff at Memorial Hospital. 

. The council of the Canadian Medical Association 
has now completed payment on a $10,000 grant to the 
College of General Practice of Canada which was set 
up to aid in establishing the college.... Dr. J. A. 
Cosgriff of Olivia, a past president of the Minnesota 
chapter, is president of the Minnesota Heart Associa- 
tion. . . . Approximately 38,000,000 Americans are 


regular cigarette smokers, although a million and a 
half have quit smoking entirely in the last 18 months, 
according to estimates based on a representative sample 
of 40,000 persons. The survey was carried on by the 
US Bureau of the Census for the National Cancer In- 
stitute of Public Health Service. . .. Dr. H. W. Mathi- 
asen, Academy member from Council Bluffs, appeared 
on the August 25 television program, “Your Health,” 
which was sponsored by the Iowa State Medical Society 
over WOI-TV in Ames. His topic was emotional ill- 
ness. . . . Nine out of every ten nursing homes furnish- 
ing skilled nursing care in the United States are oper- 
ated under private commercial ownership, according 
to a recent report from the Public Health Service. Non- 
profit homes operated by voluntary groups and by 
public agencies make up the remainder. The voluntary 
and public homes are typically much larger than the 
proprietary homes and although they constitute only 
one-tenth of all skilled nursing homes, they provide as 
much as three-tenths of all the beds. . . . The first 
European symposium on vitamin Bj, will be held the 
last week of May, 1956, in Hamburg, Germany. It will 
include that vitamin’s place in human and veterinary 
medicine. For information write to Dr. H. Bauer, 
Nervenklinik, Hamburg-Eppendorf, Germany. 
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Make Your Hotel 
Reservation .. . Now! 


Wuue tue city of Washington has a considerable number of 
excellent hotels, we suspect that first choice rooms will be at 
a premium long before next March. The combination of one of 
the best programs in Academy history, the geographic location, 
and the opportunity to combine Assembly attendance with a 
family trip to the nation’s capital, points inevitably to a new 
high in registration for the 1956 meeting. So you will be well 


advised to make your reservation well in advance. You do not 
have to send an advance deposit check. But it is important to 


fill out and mail the form. 


REMEMBER: 

> Room assignments will be made in order 
received. 

> Reservation requests should be sent to the 
AAGP Housing Bureau, Washington, D.C. 

> Only a few rooms available at the Hotel Statler 
in addition to those set aside for delegates and 
speakers. 

> State officers and delegates must make their 
own reservations. 

> Be sure to list definite arrival and departure 
time; names of all occupants of room. 


> Academy Headquarters will be at Armory. 


> All registration (except delegates) at Armory 
10:00 A.M. to 5:00 P.M., Sunday, March 18, 
and beginning at 9:00 A.M. on Monday. 
Scientific sessions end at noon, March 22. 
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Downtown Washington 
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Application 
for Housing 
Accommodations 


FoR YOUR CONVENIENCE in making hotel reserva- 
tions for the coming meeting of the American 
Academy of General Practice on March 19-22, in 
Washington, hotels and their rates are at the 
right. Use the form at the bottom of this page, 
indicating your first, second and third choice. 
Because of the limited number of single rooms 
available, you will stand a much better chance of 
securing accommodations of your choice if your 
request calls for rooms to be occupied by two or 
more persons. All reservations must be cleared 
through the housing bureau. All requests for 
reservations must give definite date and hour of 
arrival as well as definite date and approximate 
hour of departure; also names and addresses of 
all persons who will occupy rooms requested 
MUST be included. 


EIGHTH ANNUAL SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


WASHINGTON, D.C. 


MARCH 19-22, 1956 


HOTEL ROOM RATES* 
Single 

AMBASSADOR $5.00- 9.00 
14th and K Sts., N.W. 

MANGER-AN' 5.50- 8.50 
1111 St., N.W. 

BLACKSTONE 4.50- 7.50 
1016 17th St., N.W. 

BURLINGTON 4.75- 8.50 
1120 Vermont Ave., N.W. 

MANGER-HAMILTON 5.50- 8.50 
14th and K Sts., N.W. 

LEE HOUSE 5.00-11.50 
15th and L Sts., N.W. 

MAYFLOWER 7.00-18.00 
Connecticut Ave., N.W. 

RALEIGH 6.00-10.06 
12th and Pa. Ave., N.W. 

ROGER SMITH 5.00- 9.00 
18th and Pa. Ave., N.W. 

SHERATON CARLTON 8.00-14.00 
16th and K Sts., N.W. 

SHERATON PARK 7.00-10.00 
2600 Woodley Road, N.W. 

STATLER 7.00-17.00 
16th and K Sts., N.W. 

WASHINGTON 7.00-10.50 
15th and Pa. Ave., N.W. 

WILLARD 7.00-11.00 


14th and Pa. Ave., N.W. 


Double 


Twin Beds 


$ 7.50-10.50 $ 8.50-12.00 


8.50-11.50 
6.50-11.00 
8.50-12.00 
9.00-11.50 
8.00-13.00 
13.00-19.00 
9.00-15.00 
8.00-12.00 
15.00-18.00 
10.50-15.50 
10.00-14.50 
11.50-15.00 
10.00-15.00 


9.00-12.00 
7.50-12.00 
9.50-12.00 
9.50-11.50 
10.50-15.00 
13.50-21.00 
10.00-16.00 
9.00-12.00 
15.00-18.00 
11.00-16.00 
11.00-19.50 
11.50-15.00 
11.50-18.00 


Seltes 
$12.00-17.00 


20.00-34.00 
23.00-36.00 


15.00-40.00 
31.00-37.00 


21.00-34.00 


“The above quoted rates are existing rates but are, of course, subject to any change 
which may be made in the future. 


DP ALL RESERVATIONS MUST BE RECEIVED PRIOR To MARCH 15, 1956 


AAGP Housing Bureau 
1616 K Street, N. W. 
Washington 6, D. C. 


Please reserve the following accommodations for the Eighth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in Washington, 


D. C., on March 19-22, 1956. 


Single Room - Double Bedded Room 
2 Room Suite... 3 Room Suite 

First Choice Hotel .. Second Choice Hotel 
ARRIVING AT HOTEL (date) Hour 

Hour. A.M... 


P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded 
room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable to accept your reservation, 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been taken. 


You will receive confirmation directly from the hotel. 


| 
s. 
(Individual Requesting Reservations—Please print or type) - 
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News from the State Chapters 


More THAN 125 physicians and guests registered for 
the recent one-day meeting of the Montana chapter in 
Anaconda, the Smelter City. At the closing business 
session Dr. Joseph S. Pennepacker of Sidney was in- 
stalled as president, and Livingston was chosen as the 
site of the 1956 meeting. 

Other new officers are Dr. George E. Trobough of 
Anaconda, president-elect and Dr. W. E. Harris of 
Livingston, vice president. (See cut.) Dr. Harry R. Sol- 
tero of Billings was re-elected secretary-treasurer. 

Anaconda’s Mayor Daniel T. McKittrick gave the 
welcoming address and immediate past president, Dr. 
Robert Leeds of Chinook, presided over the sessions. 
Scientific speakers included Drs. Roger Anderson of 
Seattle, Maxwell M. Wintrobe of Salt Lake City and 
Lester R. Dragstedt of Chicago. Dr. William Frank 
Cole of the Texas chapter was the guest speaker and 
Dr. J. J. Malee of Anaconda, president of the Montana 
Medical Association, the toastmaster at the banquet 
which preceded an evening of dancing. 

Entertainment was provided for the ladies at the 
Anaconda Country Club and there was a tour of the 
Anaconda Reduction Works of the Anaconda Company. 
> The Florida chapter’s Committee on Rural Health 
met this summer in Gainesville with state and federal 
officials and engaged in a panel discussion of Florida’s 
migratory labor health problems. The discussion cen- 
tered on improving health conditions and overtaxed 


facilities caused by an influx of migrants following the - 


crops. 
Dr. Walter Murphree of Gainesville, advisor to the 
chapter’s Rural Health Committee, was moderator. 


GP October 1955 


Time Out for Informality—Montana chapter members are shown 
at a doctors’ luncheon while wives and guests were being entertained 
at a bridge luncheon at the Anaconda Country Club. 


i 
New Montana Officers—New officers of the Montana chapter elected 
at a recent meeting in Anaconda are shown here with some of the 
guest speakers. They are (left to right) Dr. J. S. Pennepacker, new 
president; Drs. Roger Anderson of Seattle and Lester Dragstedt of 
Chicago, scientific speakers; Drs. Wm. Frank Cole of Houston, and 
J. J. Malee, past president of the Montana State Medical Association, 
banquet speakers; Dr. Robert Leeds, retiring chapter president; Dr. 


George Trobough, vice president; Dr. Harry R. Soltero, secretary- 
treasurer and Dr. J. R. Soltero, a past president of the chapter. 


Dr. George Karelas of Newberry is committee chair- 
man. Included in the 16-member panel were Florida 
chapter President-elect Leo Wachtel of Jacksonville, 
President Frank Linz of Tampa, and Dr. Paul Coughlin, 
the chapter’s News Letter editor; and the chapter's 
Rural Health Committee members, Drs. Thomas 
McBride of Opopka, Dr. Frank Chambers of Plant 
City, and Dr. John Lundquist of Warrenton. 

> The annual fall meeting of the Arkansas chapter 
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will be held October 5-6 at Lafayette Hotel in Little 
Rock. The meeting, under the chairmanship of Dr. 
Guy P. Shrigley of Clarksville, will include the scien- 
tific sessions, a business meeting with election of offi- 
cers, and a hobby show which was so successful at last 
year’s meeting. Guest speakers will be Drs. Thomas 
Findley, Augusta, Ga., Frank A. Stuart, Tulsa, Okla., 
John V. Goode, Dallas, Tex., and James W. Head- 
stream, R. W. Ebert, James T. Wortham, G. O. Dean 
and Dean D. Wallace, all of Little Rock, Ark. 

> San Francisco’s Palace Hotel will be the meeting 
place for members of the California chapter October 
9-12 during their seventh annual scientific meeting. 
Following the congress of delegates session on Sunday, 
the opening scientific program will get underway with 
three well known speakers—Dr. James L. Dennis, 
Oakland; Dr. Goodrich C. Schauffler, Portland, and 
Dr. William H. Gordon, Lubbock. Dr. Schauffler will 
present the Ivan C. Heron Lecture—this one on 
“Teenage Gynecology.” 

The second day’s program includes a widely diversi- 
fied group of medical topics which will be presented 
by Drs. E. H. Rynearson, Steward H. Smith, Robert 
Wartenberg, Henry Bruyn, Joseph F. Connolly and 
Perry S. MacNeal. 


Speakers for the third day will be: Drs. Edward S. 
Judd, Jr., Francis L. Chamberlain, Richard H. Gwart- 
ney, Forrest Willett, William G. Burkhard, Albert C. 
Daniels, James Kieran, William W. Saunders, H. Cor- 
win Hinshaw and Charles W. McLaughlin, Jr. The 
closing day’s program will feature Drs. Elizabeth Austin, 
Donald R. Smith and Joe Vincent Meigs. Dr. Meigs 
has been selected for the Stanley R. Truman lecture. 
His topic will be ‘Cancer of the Uterus, Diagnosis and 
Treatment.” 

An informal dinner dance will be held the evening 
of October 11. 

A series of postgraduate surgical programs, which 
have been so highly successful in the past, are being 
sponsored by the San Francisco (California) chapter 
this fall. The series began September 20 and is being 
conducted each Tuesday evening through November 8 
with the exception of October 11 and 18. The pro- 
gram, directed toward the daily needs of the general 
practitioner doing surgery, is using live patients when- 
ever possible to demonstrate disease states and tech- 
niques. Dr. Louis Brizzolara, chief of surgical service 
at the Fort Miley Veterans Administration Hospital, is 
moderator, Dr. Forrest M. Willett, chief of medical 
service at the hospital, co-ordinator, and Dr. Alexander 
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F, Fraser, chairman. Co-sponsors of the program are 
the Surgical Service of Fort Miley Veterans Administra- 
tion Hospital and the University of California School 
of Medicine. 
> Six well-known doctors will be featured speakers 
at Connecticut chapter’s fifth annual medical symposi- 
um in Hartford on Thursday, October 20. Dr. Robert 
L. Parker of the University of Minnesota, the initial 
scientific speaker of the one-day meeting, will be fol- 
lowed by Drs. Ovid Meyer of Madison, Wis., Joe W. 
Howland of the University of Rochester, A. F. Castro 
of Washington, D. C. and Harry M. Robinson, Jr. of 
Baltimore, Md. The sixth speaker will be announced 
at the meeting. A luncheon will be served the doctors 
and their wives. All doctors are welcome; there is no 
registration fee, reports Program Chairman Peter J. 
Scafarello of Hartford. 
> The eighth annual scientific meeting of the Minois 
chapter, to be held October 25-27 at Springfield, will 
spotlight an outstanding scientific program plus two 
roundtable luncheons and the annual banquet. Chapter 
President Dewey M. Roberts of Alton will initiate the 
scientific sessions on the second day, Wednesday, with 
a welcoming address. 

Guest speakers for the scientific sessions are Drs. 


John F. Spahr, Jr., C. McCormick, Jr., C. 0. McCor- 
mick, Sr., Robert M. Myers, Robert B. Greenblatt, 
William A. Sodeman, Coye C. Mason, William Re- 
quarth, and Harold Feinberg. The second day will fea- 
ture Drs. Jerome Weiss, Ward Eastman, Robert L. 
McClendon, K. D. Bryson, Lucille A. Sprenger, Ben- 
jamin Boshes, Charles W. Crumpton, A. D. Dennison, 
Jr. and James H. Currens. 

A hospitality hour and the annual banquet will high- 
light the social activities. 
> A high point on the agenda of Michigan chapter’s 
ninth annual fall postgraduate clinic November 9 and 
10 will be the election of officers on Wednesday after- 
noon. The opening session of the program, to be held 
at the Sheraton-Cadillac Hotel in Detroit, includes 
four scientific addresses on Wednesday morning. They 
will be given by Dr. Laurie Dickson of Henry Ford 
Hospital, Dr. R. S. Griffith of Indianapolis City Hos- 
pital, Dr. Peter J. Talso of Mercy Hospital, Chicago 
and Dr. George Berryman of University of Illinois. 

The afternoon session will include a lecture by Dr. 
George Boines, immediate past president of the Dela- 
ware chapter, on management ofanxiety in poliomyelitis. 
Other afternoon speakers will be Drs. Jerome Weiss, 
Daniel Shaw, Jr. and William Boger. Thursday’s scien- 
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tific session will begin with a talk on rehabilitation of 
the alcoholic and include eight other highly interesting 
topics. Guest speakers will be Drs. John Tintera, I. C. 
Winter, Charles H. Read, Peter J. Warter, S. R. Rosen- 
thal, William R. Bond, William Caveness, Julius 
Pomeranze and Roy Holly. 

The social side of the meeting will include a cocktail 
party and the annual banquet at the close of the first 
day. A card and tea party on Wednesday afternoon is 
planned for the ladies. 
> On October 19 and 20 the Georgia chapter will hold 
its seventh annual scientific session at the Bon Air 
Hotel in Augusta. Among the six featured speakers the 
first day will be Mr. Mac F. Cahal, executive secretary 
of the AAGP. 

Following a business meeting, Dr. William Dieck- 
mann of Chicago will be the first scientific speaker. 
Also speaking in the morning will be Drs. W. W. 
Bryan of Atlanta and Robert Major of Augusta. Dr. 
Lowell A. Rantz of San Francisco and Dr. L. L. Hester, 
Jr., of Charleston, South Carolina will present papers 
in the afternoon. The address by Mr. Cahal will pre- 
cede the banquet. 

Four doctors will give scientific talks the following 
morning. They are Dr. Priscilla White of Boston, Dr. 


Rantz, Dr. Lester Brown of Atlanta, and Dr. Joseph 
Patterson, also of Atlanta. The afternoon session fea- 
tures three speakers: Dr. H. Earl Conwell, Birming- 
ham, Dr. Rafe Banks of Gainesville, Ga., and Dr. J. E. 
Wood, Jr., of Charlottesville, Va. The session will be 
closed with a panel discussion on the Salk Polio 
Vaccine. 

> New officers of the Louisiana chapter will be in- 
stalled October 15 during their fall meeting being held 
this month, 14 through 16, at both the Washington- 
Youree and the Captain Shreve Hotels in Shreveport. 


_ Scientific sessions will begin Friday afternoon and con- 


tinue all day Saturday. Academy President John R. 
Fowler, Barre, Massachusetts, will be the principal 
speaker at the installation Saturday night. On the social 
side, there will be a cocktail party Friday evening, after 
which Dr. C. D. Leake, vice president of the University 
of Texas, will give an address at a buffet supper. Plans 
have been made for the speakers of the meeting to be 
featured on two television programs initiating from 
Shreveport television stations. 

For those who want to include more social activities 
in their schedule, a pre-convention fishing rodeo has 
been planned for Thursday, October 13, and a pisto- 
shoot arranged for Sunday, October 16. A golf tournal 
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ment is also planned. The exact date, place and time 
for it will be announced at the meeting. Mrs. J. C. 
Sanders, wife of the program chairman, is in charge of 
the ladies entertainment, which will include a brunch 
and style show. 

> Drs. Charles H. Simpson and Ernest R. Deitch both 
of Sinton and members of the Texas chapter, have been 
appointed to the faculty of the medical branch of the 
University of Texas at Galveston where they are serv- 
ing as preceptors to the senior medical students. The 
chapter is co-operating with the board of regents and 
the faculty of the University of Texas Medical Branch 
in the preceptorship plan. 

The Gulf Coast (Texas) chapter recently held a one- 
day postgraduate course in that area. Dr. Raymond 
Morphew of Corpus Christi, the local chapter presi- 
dent, and Dr. John Tunnell of Taft, program chair- 
man, presided over the meeting, held in Sinton. Guest 
speakers were Drs. Robert Johnston, Mavis P. Kelsey, 
and Paul Ledbetter from the Houston division of the 
University of Texas Postgraduate School of Medicine. 
> The annual meeting of the lowa chapter held in 
Des Moines on September 15 and 16 featured nine 
outstanding scientific speakers. Dr. Carroll B. Larson 
of Iowa City, Dr. Floyd A. Springer of Des Moines and 


Drs. W. D. Paul and Franklin Top of Iowa City were 
first-day speakers. After Dr. Paul’s talk, the chapter 
held its annual business meeting followed by a recep- 
tion and dinner. On Friday Dr. Louis G. Moench of 
Salt Lake City gave the opening lecture followed by 
Drs. Walter Bierring and Sidney L. Sands of Des Moines, 
Dr. Philip F. H. Pugh of Sioux City, Dr. John G. 
Young of Dallas. Dr. Young opened the afternoon 
scientific session with the Ernest E. Shaw Memorial 
Lecture on ““Teen-age Problems.” Following him were 
Dr. Pugh and Dr. Sands. The meeting closed with a 
question and answer panel with Dr. Sands as modera- 
tor. 

‘The Iowa chapter has secured an executive secre- 
tary, Mrs. Isabelle Wandling. It also has established a 
new office in downtown Des Moines. The office located 
at 911 Bankers Trust Building is open each afternoon, 
Monday through Friday. 
> Alabama chapter members and other doctors from 
the surrounding area sailed on the SS Silverstar to 
Havana and Nassau, in late August. The cruise ship 
left Mobile on Saturday and returned the following 
Sunday, with passengers going ashore on Monday and 
Wednesday. A scientific seminar was included in the 
cruise program. Four members of the staff of the Medi- 
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cal College of Alabama gave scientific lectures while at 
sea. Dr. James R. Garber, an honorary member of the 
chapter, gave the James S. McLester Lecture on ‘“‘Medi- 
cine—Its Aristocracy and Art.” Other scientific speak- 
ers were Dr. Robert C. Berson, dean of the Medical 
College of Alabama, Dr. Ray O. Noojin, and Dr. 
Hughes B. Kennedy, Jr. 

> Eleven outstanding scientific speakers highlighted 
the fifth annual scientific meeting of the Ohio chapter 
September 20-21. Among them were Dr. George J. 
Boines, immediate past president of the Delaware chap- 
ter and, Dr. Charles F. Shook, AAGP member from 
Toledo. Humorist Mack Sauer of Leesburg, was the 
banquet speaker. A ladies luncheon was held on the 
first day of the session. 

The Franklin county (Ohio) chapter is holding a 


six-week seminar course on Cardiology which began 


‘September 1. The sessions are being held in Columbus. 


> The King County (Washington) chapter conducted 
its second symposium on office procedures and clinical 
medicine August 6 at the Olympic Hotel in Seattle. 
Dr. Emmett F. McKillop of Kirkland moderated the 
morning session and Dr. R. B. Bramble of Auburn, 
Washington, was moderator of the afternoon session. 
Both scientific sessions were followed by question pe- 
riods and panel discussions. 

Academy President-elect J. S. DeTar of Milan, 
Michigan, gave the luncheon address with Dr. Fredlyn 
J. Wehman, president of the King County chapter, 
serving as chairman of the luncheon. The symposium 
was brought to a close with a reception. Other social 
events which highlighted the meeting were the Aqua 
Follies at Green Lake and the Gold Cup Races on Lake 
Washington. 
> The Colorado chapter is planning its annual meet- 
ing in Colorado Springs this year. It is a one-day meet- 
ing to be held at the Broadmoor on November 27. 

A dinner-meeting was held by the Colorado chapter 
on Saturday, August 20. Grand Junction was the host 
city. 
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WHAT OTHERS ARE SAYING... 


Doctors’ Dilemma 


WE REMEMBER the story of the man who returned a $200 
statement to his surgeon with demand for “an itemized 
bill.” 

Back it came thus: 
For knowing where and how... .... 

Now at last someone besides the public, is asking, out 
loud, for an “itemized bill.” 

In Monday’s Times you read a detailed account of the 
explosion inside the American Medical Association. 

Non-surgeons are asking whether it isn’t time for some 
adjustment of fees. 

To be sure, not all of the “‘surgeon’s fee” necessarily 
goes to the surgeon. As the A.M.A. study committee 
admits, many a surgeon gets only half (more or less) of 
what he charges, and the rest goes to somebody else. This 
is the sad picture of “‘fee-splitting” and “ghost surgery.” 

The division of fees is not wrong. Doing it secretly, with- 
out letting the patient know, is the wrong in it. 

The family doctor, the man who identifies the fact that 
you have more than a simple stomach ache, and need sur- 
gery—his service to the patient is no small service. Know- 
ing WHEN to operate is as important as knowing how to do 
the surgery. 

But while the public cheerfully pays perhaps $200 for 
the surgeon, it is inclined to balk at $50 for the physician 
who may well have given more of his time and skill than 
the surgeon did. 

So fee-splitting came about. The surgeon who gets a 
large fee for a case, but not many cases, goes hungry. There- 
fore he starts splitting fees, to persuade general practi- 
tioners to bring their cases to him. 

And an underhanded procedure, carrying the risk of 
great abuses, is in being. 

The A.M.A. report points a finger at the fact that sur- 
geons (and other specialists) are under strict rules in their 
specialist groups to do only their special work, and not do 
general medicine. 

Why? The idea, of course, was that a specialist, to 
achieve the highest skill, should limit his work to that 
special field. 

Specialists, twiddling their thumbs between cases, ad- 
mittedly wink at the rules, and take on a general practice. 

This, in turn, does not please general practitioners. 

For many hospitals are prohibiting GPs from doing any 
surgery, even if they know how to do it. Barred from ex- 
panding upward in medicine, the GPs see the surgeons 
and other specialists expanded in the other direction and 
invading their field. 

It must be remembered the general practitioner is by no 
means a scientific “poor relation” of medicine. He has not 
specialized in a given field, but on the other hand he has, 
by the nature of his work, a much broader view of medicine 
than does the specialist. He has to have. _ 
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And, from the public’s point of view, don’t the restric- 
tions of the specialists seem wickedly wasteful? Before a 
man can become a specialist at all, he must have full school- 
ing as a physician. Then he is told not to use that general 
skill—only the special skill. 

It is hard enough to get a doctor to visit your home. 
Family physicians have too much to do. All right, then, 
isn’t it stupid to have specialists sitting idle because the 
*frules”’ won’t let them take care of a sore throat, a case of 
measles, or a broken arm? 

Let the specialists use their time, instead of sitting and 
waiting for a “big case” to come along. And let family 
doctors engage in surgery or other specialized work in hos- 
pitals, to whatever degree they are qualified. 

Let us not fool ourselves. Our hospitals, as presently 
organized, are quite capable of seeing to it that their staff 
men do not attempt any cases which are beyond their 
capabilities. 

One thought that could have escaped us in the present 
dispute is this important fact: The uproar is not criticism 
from the outside. It is the A.M.A. itself, trying to cure 
its own faults. 

Now that the A.M.A. is tackling the problem, we would 
not be so ungracious as to suggest it should have been done 
sooner. One of the members of the A.M.A. itself has done 
that for us, Dr. John S. DeTar of Milan, Mich., who next 


year will be president of the American Academy of General 
Practice. He warned A.M.A. members—and they seem 
to have agreed with him: 

“It is all too easy to lull an organization conscience into 
placid somnolence by the technique of investigation and 
statement of principle. Such a course would be no less than 
a tragedy for the A.M.A. today... 

“The A.M.A. must take an active lead in attempting to 
solve the problems studied by the committee. These same 
problems were studied in 1913. A report was rendered to 
the House of Delegates purporting to solve them. And yet. 
42 years later we are faced with the same unsolved prob- 
lems.” 

In other words, talk won’t. Action will. 

Good boys, doctors! Go it! Let’s see that action.— Detroit 
Times, July 28, 1955. 


- WHAT OTHERS ARE SAYING.. 


The General Practitioner Problemn— 
Economics or Principle 


SINCE OUR EARLIEST TIMES, the responsibility for our nation’s 
health has rested in the capable hands of the general prac- 
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itioner. This legendary figure not only has been the com- 
munity consultant for civic and health projects but has 
»xeen the trusted family advisor as well. 

In recent years there has been great impetus for special- 
zation among young medical graduates. No one feels the 
need of these specialists more than the conscientious family 
vhysician. Many of his cases must be referred for more 
.pecialized definitive treatment. 

However, it would be ridiculous to think that the family 
loctor and the specialist could practice in the same vicinity 
without encroaching upon each other’s fields. Each 
-pecialty group admits the necessity of allowing consider- 
ible latitude in maintaining the status of the family doctor. 
This attitude changes somewhat when the sphere of the 
‘amily doctor activity touches the individual specialist’s 
own field. 

Thus we have the situation of certain specialists initiat- 
ing a campaign to instill in the public mind distrust of the 
family physician. This is accomplished not only through 
public statements and writings, but through control of 
hospital policies as well. There are ever-recurring inci- 
dences of the family doctor suddenly being refused hospital 
privileges to perform procedures that he is not only capable 
of doing well, but has been doing for many years. I cannot 
help but feel that in many cases such limitation is based on 
economics rather than on principle. 


My PLEA IS THIS: 

We need the family doctor. He is an integral and necessary 
part of the American way of life. He is still the backbone of our 
present day medical scheme, and our strongest bulwark against 
the inroads of socialized medicine. We, as specialists, gain 
nothing by repeating innuendoes concerning his abilities. In 
crucifying the family doctor we are stigmatizing the name of 
general practitioner to the point where fewer and fewer young 
men are interested in becoming family doctors. 

The family doctor looks on a patient as a person and not 
just a case. His feeling toward a patient and his insight are 
developed through contact with the ailments (major and minor) 
of the whole family. This knowledge is invaluable in accurate 
diagnosis. I feel we should tend to encourage rather than con- 


demn this important asset to good medical practice. 


I HAVE MANY TIMES been perfectly aware that the patient 
was more interested in having his family physician in the 
operating room than me or any particular surgeon. This 
confidence is invaluable and we should do everything in 
our power to preserve it. We should be more eager to lend 
a helping hand and be less disdainfully critical of these fine 
men who are doing the yeoman’s work in maintaining our 
medical standards today.—J. Gorman O’ NEILL, M.D., from 
the Bulletin Los Angeles County Medical Society, August 
4, 1955. 
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WHAT OTHERS ARE SAYING... 


Birth Rate on Plateau 


Tue Great United States baby boom, which sent births to 
an all-time high of 4,076,000 last year, may be expected to 
continue for several more years, according to a current 
report by Metropolitan Life Insurance Company statisticians. 

The current upsurge in births, unparalleled in the 
country’s history, has been unchecked since the close of 
World War II. 

From 1946 through 1954 the number has averaged more 
than 3,750,000 annually, or 13¢ times the low figure of 
1933. 

Important factors in the rise in the number of babies 
born yearly had been a marked increase in the number of 
married women, and an almost uninterrupted rise in the 
fertility rate from its low level in the 1930's. 

“Wives at ages 15 to 44 have increased in number by 
1/7 since 1945, and by more than 4% since 1933,” it is 
pointed out. “In each of the postwar years about one out of 
every six married women at these ages bore a child, but in 
the mid-30’s the proportion was only one in eight.” 

Particularly noteworthy is the sustained high rate for 
second births, the rapid rise in the rate for third and fourth 
births, and the current upward tendency in the rate for 
fifth births. This presages a return to moderate size families 
in the United States, according to the statisticians, although 
not to the large families of several decades ago. 

With the continuation of favorable economic and social 
conditions, it is noted, an expected decline in the birth of 
second and third children may be offset by a rise in births 
of the fourth and higher orders. 

**The outlook is that the total number of births will de- 
cline only gradually during the balance of the decade,” the 
statisticians comment.—New York State Journal of Medi- 
cine, July 15, 1955. 


WHAT OTHERS ARE SAYING... 


Rays of Hope in Mental Health 


ALrHouGu the mental health problem in the United States 
has been growing in magnitude over the past 20 years, cer- 
tain features of the problem appear worse than they really 
are, a current report by the Metropolitan Life Insurance 
Company’s statisticians sets forth. 

Although the number of first admissions of psychiatric 
patients to hospitals for long-term care has increased more 
than 60 per cent over the 20-year period, and the number of 
patients under care in these institutions has risen almost 
as rapidly, a substantial part of the rise reflects merely the 
increase in population and the growing proportion of 
people at the older ages. 

In New York State, for example, about 30 per cent of the 
increase in first admissions of women to mental hospitals 
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during the past two decades is accounted for by these 
population factors. The statisticians note as significant that 
patients with mental disorders associated with old age 
constitute an increasing proportion of all first admissions 
to mental hospitals, and now account for one-fourth of the 
total. 

**A more enlightened attitude has lessened the reluctance 
of the public to seek institutional care for persons with 
mental disorder,” the report states. “Because the propor- 
tion of people living in small dwelling units has increased, 
mental patients who in the past might have been kept at 
home now are more likely to be placed in hospitals for 
treatment.” 

A brighter spot in the over-all picture is seen in the 
fact that substantial progress has been made in the treat- 
ment of various types of mental disease. The long-term 
outlook for recovery is favorable, it is noted, and survivor- 
ship among insurance applicants with a history of mental 
illness compares not too unfavorably with standard risks. 

The report points out that the attack on the problem of 
mental illness has been gaining momentum in recent 
years. 

“While much is being done, the effort is still far from 
commensurate with the magnitude of the problem,” the 
statisticians comment. “There is good reason to expect 
that a broadened and intensified program would bring 
marked progress in the field of mental health, as it has in 
so many others.”—New York State Journal of Medicine, 
July 15, 1955. 
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